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LeWald, L. T.: Dilatation of the Diploic Veins and 
Other Anatomical Variations in the Skull. 
Am. J. Roentgenol., 1924, xii, 536. 


In view of the general impression held by radiolo- 
gists and neurological surgeons as to the importance 
of prominent diploic veins, markedly increased cere- 
bral depressions, variations in the pituitary fossa, 
unusually deep grooves for meningeal arteries, sepa- 
ration of the sutures, and intracranial calcifications, 
it appears advisable to the author to call attention 
to the relative frequency of one or the other of these 
conditions in persons who are not suffering from any 
demonstrable intracranial lesion. Great care must 
be exercised in estimating the value of roentgen 
findings of this nature in any given case as they may, 
and commonly do, represent normal conditions or 
anatomical variations. 

Anatomists have described two normal patterns 
of the diploic veins. In one, the stellate appearance 
predominates, whereas in the other it is lacking and 
there are isolated channels with branches at inter- 
vals. However, variations are numerous. In no two 
persons have exactly the same patterns been found, 
and when the patterns can be made out on both 
sides, the two sides usually differ. 

The author concludes with the following state- 
ments: 

1. With improved technique, and particularly 
with the aid of the Potter-Bucky diaphragm, so- 
called “dilated diploic veins” can be demonstrated 
In many apparently healthy persons. These veins 
may be observed in only one portion of the skull, or 
on one side, or on both sides. The pattern varies in 
different persons and may vary on the two sides of 
the same person. The term “dilated diploic veins” 
should be abandoned for some anatomical term 
such as ‘‘prominent diploic venous channels.” This 
picture has been observed in healthy children at the 
age of 10 years. 
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2. Prominent convolutional markings on the 
skull may be present in apparently healthy persons. 

3. Apparently healthy persons may show marked 
irregularities in the inner table of the skull, extensive 
depressions for the pacchionian bodies, prominent 
suture lines, and deep grooves for the meningeal 
arteries. 

4. Calcium deposits in the pineal gland can be 
demonstrated in healthy young adults. 

Apotpu Hartune, M.D. 


EYE 


Howard, H. J.: The Réle of the Epithelial Cell in 
Conjunctival and Corneal Infections. Am. J. 
Ophth., 1924, 3 S. Vii, 909. 

Howard credits Lindner with being the first to 
observe epithelial phagocytosis. 

The material studied by Howard consisted of 
epithelial scrapings from the tarsal and bulbar con- 
junctiva and cornea fixed and stained by a special 
technique, and sections of inflamed tissue. 

Organisms which excite purulent inflammation, 
parasitic organisms, include bacteria and epithelial- 
cell inclusions. The bacteria are the gonococcus, 
pneumococcus, Koch-Weeks bacillus, diphtheria 
bacillus, and influenza bacillus. The epithelial cell 
inclusions are trachoma, inclusion blennorrhcea, and 
vernal catarrh. 

The saprophytic organisms are the Morax-Axen- 
feld diplobacillus which has a pathogenic réle and 
the non-pathogenic staphylococcus, xerosis bacillus, 
and pneumococcus. The pneumococcus sometimes 
becomes pathogenic. 

The data gained by a study of specimens of the 
various stages of inflammation caused by these 
organisms suggest the mechanism of infection of the 
conjunctiva. The primary infecting organism settles 
somewhere on the surface of the normal conjunctiva 
and there, by multiplication, forms a turf-like growth 
on the surface of the epithelial cells. As the prolifera- 
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tion occurs in a single layer, all organisms are in 
contact with living cells and are therefore parasitic 
to these cells as hosts. Occasionally a micro-organ- 
ism becomes loosened and, settling on a more distant 
part, becomes the focus of a new infection. 

While the knowledge that bacteria grow on the 
surface of epithelial cells is not new, little reference 
has been made to it and its importance has not been 
recognized. 

The ectotoxins generated by the bacteria diffuse 
into the conjunctival structure, dissolve the inter- 
cellular substance, break into the superficial cell 
layer, and then proliferate through the openings 
onto the posterior surfaces of the cells. Soon all layers 
of the conjunctiva become more or less involved. 

The ectotoxins stimulate an abnormal prolifera- 
tion of the deeper epithelial cells so that the con- 
junctiva becomes thickened. They produce also a 
subconjunctival hyperemia and oedema in which 
serum comes out through the conjunctiva. As the 
deeper conjunctival cells proliferate, layer upon 
layer of the superficial cells with their dense turf of 
bacteria are cast off. 

As soon as the bacteria penetrate to the second or 
third layer of cells they become phagocytosed by the 
epithelial cells. This is the last line of defense in the 
fight of the conjunctiva against invaders. The leuco- 
cytes are efiective as phagocytes only against bac- 
teria which have been loosened from their hosts and 
then thrown into the secretion. 

In the presence of infection the corneal epithelium 
acts principally in the réle of a mechanical protection 
against excitors of inflammation. Phagocytosis by 
the corneal epithelium is not seen. 

In preparations made from trachoma and inclu- 
sion blennorrhcea blue-staining initial bodies are seen 
in the epithelial cells. These are located inside a 
space which contains a clear fluid and are arranged 
around the periphery of the space; they adhere to 
the cellular cytoplasm and apparently feed upon it. 
Frequently tiny red bodies, elementary bodies, are 
seen in the same spaces with the blue bodies. 

In a study of various stages of disintegration of 
dead initial bodies it was found that the elementary 
bodies are the centers of the almost completely dis- 
integrated initial bodies and that the latter are the 
active virus of the disease. 

The conclusion is drawn that trachoma and inclu- 
sion blennorrhoea are biologically identical although 
clinically somewhat different. 

The diplobacillus of Morax-Axenfeld, the xerosis 
bacillus, and the staphylococcus are frequently 
found free in the conjunctival secretion or growing 
upon dead epithelial cells or other débris. As they 
never grow upon living epithelial cells, they are not 
parasites. The pneumococcus is found more fre- 
quently as a saprophyte than as a parasite. Leuco- 
cytic phagocytosis of saprophytic bacteria occurs 
only after acute inflammations of the conjunctiva 
when the primary invaders have disappeared, but 
saprophytes are never found phagocytosed by 
epithelial cells. Lyman A. Copps, M.D. 


Green, J., Jr.: Inflammatory Swellings Simulating 
Dacryocystitis. Arch. Ophth., 1925, liv, 68. 

In his discussion of inflammatory swellings simy- 
lating dacryocystitis Green states that the prox. 
imity of the ethmoid cells permits the extension of 
inflammation from the sinus to the region of the 
lachrymal sac. The same may be true of the upper 
nasal cavity. Orbital abscess may point at the site of 
the sac. Furuncles and gummatous infiltrations are 
less common. 

The article reports a case of osteomyclitis of the 
superior maxilla which pointed at the site of the 
lachrymal sac. VircIL WEscort, M.D. 


Phelps, K. A.: Cellulitis of the Orbit in Infants and 
Children, with a Report of Ten Cases. Ann. 
Otol., Rhinol. & Laryngol., 1924, xxxiii, 1391. 

Phelps believes that orbital cellulitis is very com- 
mon in children as he saw ten cases in a short time, 
Nine of these children were under 9g years old. 

A history of sinusitis in a child is difficult to ob- 
tain. The symptoms of cellulitis are cedema of the 
eyelids, chemosis, proptosis, and limitation of move- 
ment. Diplopia is not present or is not reported by 
the child. The retinal veins are usually dilated. The 
X-ray reveals nothing about the orbit but usually 
shows a sinusitis. 

The author believes that early operation is indi- 
cated in all cases of sinusitis to prevent orbital 
cellulitis. Of the ten cases reported, nine were due to 
sinusitis and one to a temporal lobe abscess which 
perforated the orbit at the superior orbital fissure, 
remained external to the periorbita, extended the 
entire length of the orbit, and broke through at the 
external canthus. Vircit Wescott, M.D. 


EAR 


Sonnenschein, R.: Studies of the Rinne Test with 
Special Reference to the Tuning Fork Stem for 
Both Bone and Air Conduction. Laryngoscope, 
1924, XXXiv, 929. 

The author summarizes the articles he has written 
on the Rinne and Schwabach tests during the last 
seven years. He regards the Rinne test as the most 
valuable of the fork tests and believes it may well 
replace the Schwabach test for bone conduction. 
Air conduction as compared with bone is much 
greater than is ordinarily assumed. : 

The author describes eight varieties of the Rinne 
test, giving the significance of each, and adding the 
conclusions of Politzer and Bezold. He describes in 
detail his and Minton’s proposal to employ the stem 
of the fork for both bone and air conduction in the 
Rinne test. For air conduction the stem inserted into 
a rubber tube connected with an olive tip adapted 
to the meatus gives exact results which are more 
comparable to those obtained with the stem on the 
mastoid than those obtained by the usual method. 
There appears to be no bone conduction by the tip 
through the meatal walls. 

Tuomas C. Gatioway, M.D. 
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O’Malley, J. F.: The Importance of Early Treatment 
of Acute Otitis. Brit. M.J., 1924, ii, 1193. 

The author protests against the Jaissez faire atti- 
tude toward acute otitis. He stresses the necessity 
of proper attention on account of the immediate 
grave danger of complications and because of the 
economic importance of deafness. The ears of all sick 
children should be routinely examined for catarrhal 
and suppurative otitis and if either of these condi- 
tions is found it should be given proper treatment. 
The author advises early tympanic drainage in sup- 
purative cases and mastoid drainage when the dis- 
charge and deafness continue without improvement. 
This should be done before the otorrhoea passes into 
the chronic stage. Tuomas C. Gattoway, M.D. 


Haskin, W. H.: Conservative Treatment of the 
Chronic Suppurative Ear. Ann. Otol., Rhinol. & 
Laryngol., 1924, XXxili, 1272. 

Practically all cases of chronic suppurative otitis 
media, with the exception of the tuberculous and 
syphilitic, are due to invasion through the eustachian 
tube. General conditions predisposing to chronicity 
are the exanthemata, especially scarlet fever and 
measles; severe wasting diseases lowering the tone 
of the tissues; and the strumous condition, in which 
some element seems to be lacking in the tissues. 
Local causes are insufficient drainage through a 
small perforation; poor drainage due to thickened 
mucous folds and retention of products in the attic 
by adhesions; the presence of the small anthral cells 
which easily become plugged, thus keeping up the 
middle ear discharge; and nasopharyngeal condi- 
tions such as infected lymphoid tissue, diseases of 
the teeth, catarrh, and pansinusitis. The bacteria 
most commonly responsible are the streptococcus 
hemolyticus, pneumococcus, staphylococcus, and 
tubercle bacillus. 

In cases attributable to pyogenic organisms the 
discharge is characterized by the presence of leuco- 
cytes with a large percentage of lymphocytes. In 
tuberculous cases it is often possible to find the 
bacil!’ in the secretion itself and to obtain a culture 
of them on Miller’s medium in from ten to twenty 
days. In cases of constant re-infection from the 
nasopharynx the discharge is thick, profuse, and 
foetid, and shows an entire absence of leucocytes. 

The author reviews many of the various forms of 
treatment for suppurative otitis media. His own 
treatment is based on an experience of twenty-nine 
years chiefly at the Manhattan Eye and Ear Hos- 
pital. Among the factors contributing to recovery 
is the upbuilding of the patient’s general health, and 
the removal of diseased tonsils and adenoids and of 
aural polyps. Meningitis and labyrinthine involve- 
ment require a radical operation. Hearing is pre- 
served, and at times improved, by local treatment 
combined, when indicated, with ossiculectomy. 

The cessation of the discharge depends largely 
upon the thoroughness of the local treatment. In 
the latter the author removes all débris with an 
excavator, removes all secretion by suction with a 
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Siegel otoscope, sterilizes the ear carefully with 75 
per cent alcohol, dries the ear with a current of air of 
low pressure, and then dusts the cavity with equal 
parts of nosophen and compound stearate of zinc. 
He has found this technique to give the best results; 
in his private practice a radical mastoid operation 
has never been necessary after its use. 
GeorcE R. McAututrr, M.D. 


PHARYNX 


Albernaz, P. M.: The Treatment of Vincent’s An- 
gina (La thérapeutique de l’angine de Vincent). 
Arch. internat. de laryngol., 1924, XXX, 917. 


From a study of bismuth in syphilis, Levaditi con- 
cludes that sodium or potassium tartrobismuthate 
is an active spirillicide. After one application to a 
syphilitic lesion the treponema pallidum disappears 
in forty-two hours. Certain bismuth salts in a dilu- 
tion of 1:150,000 sterilize cultures of tubercle bacilli. 

The author reports four cases of Vincent’s angina 
treated very successfully by local applications of 
potassium tartrobismuthate and olive oil emulsion. 
The effect of this treatment on the disease was much 
more rapid than that of other methods, and the relief 
of the pain was striking in every case. 

Albernaz has had equally favorable results from 
the bismuth in other fuso-spirochetal affections and 
obtained healing in sixty cases of phagedenic ulcers. 
In every case the pain always ceased completely 
after the first application, and healing occurred in 
even the most severe cases. 

The author states that the method is simple and 
the most practical and rapid of any known treat- 
ment for Vincent’s angina. The ulcer is painted with 
the potassium tartrobismuthate emulsion. If the 
course of the lesion is not modified promptly, the 
strength of the emulsion is increased from 1 to 3 per 
cent. A 1o per cent emulsion may be used without 
danger, but Albernaz has never found it necessary 
to employ a strength greater than 3 per cent. 

Wa C. Burket, M.D. 


M’Kenzie, D.: Diathermy in the Removal and 
Treatment of Pharyngeal Cancer. Brit. J. Ra- 
diol., 1925, XXX, 9. 

The author states that no remedy heretofore 
available can equal diathermy in the treatment of 
cancer of the throat. Diathermy combines a coagu- 
lating and cauterizing effect with antisepsis. In in- 
operable cases incomplete interference tends to check 
rather than promote the spread of the condition. A 
preliminary operation is done in which dissection of 
the glands of the neck and ligation of the external 
carotid are combined with diathermy. The dia- 
thermy is used to destroy the areas and islets of liv- 
ing cancer cells that may have escaped the knife. 
The removal of the primary growth is effected en- 
tirely by means of the diathermy terminal. Separa- 
tion of the slough occurs in from ten to fourteen days 
and is followed by pronounced cicatricial contrac- 
tion. LLEWELLYN Lewis, M.D. 
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Zeller, H.: Goiter Prophylaxis with Iodine (Zur 
Kropfprophylaxe mit Jod). Klin. Wchnschr., 1924, 
iii, 1763. 

In 1923, tests with prophylactic doses of iodine 
were made in three Stuttgart schools, 4% mgm. being 
given weekly over a period of twenty-four weeks. Of 
the 1,260 children treated, 994 were re-examined. 
The results obtained were often so contradictory 
that definite conclusions were impossible. 

It is often difficult to determine what is goiter and 
what is only thyroid gland as neither the circumfer- 
ence of the neck nor the height and width of the 
thyroid are absolutely sure indications. The author 
therefore warns against a too optimistic attitude re- 
garding iodine therapy and urges a truly critical 
study of the material at hand and that from other 
countries. VOLKMANN (Z). 


Mason, J. T., and Blackford, J. M.: Four Cases of 
Exophthalmic Goiter. Partial Thyroidectomy 
Performed in Cases 1 and 4: A Presentation of 
Some of the Interesting Medical Phases of Ex- 
ophthalmic Goiter. Surg. Clin. N. Am., 1924, iv, 


I105. 
Else, J Atypical Toxic Goiter. Surg. Clin. N.Am., 
1924, iv, 1157. 

Mason discusses the typical course of exophthal- 
mic goiter. He divides it into four stages and reports 
a case representing each stage. 

In Stage 1, early exophthalmic goiter, the basal 
metabolic rate is relatively low and the symptoms 
are not pronounced. In the case reported a partial 
thyroidectomy was advised. 

Stage 2, acute ascending exophthalmic goiter, is 
characterized by a rapid loss of weight, goiter, 
oedema, heart involvement, and a high metabolic 
rate. In the case reported, thyroidectomy was fol- 
lowed by recovery. 

Stage 3 is the crisis in toxic goiters, in which all 
of the symptoms are exaggerated. The patient whose 
case is reported was too ill for operation. Treatment 
with iodine and morphine and the administration 
of glucose per rectum resulted in some inprovement. 
Notable features of this case were the onset of tox- 
wzmia after psychic shock, the early occurrence of the 
crisis at the end of four months, the severity of the 
crisis, and the relative failure of Lugol’s solution. 

Stage 4 represents the late exophthalmic goiter 
with recurring crises which is characterized by re- 
missions of improvement and a relatively low meta- 
bolic rate. This type is helped less by surgery than 
any other. However, in the case reported, a partial 
thyroidectomy was advised. The technique of the 
operation is described. The postoperative treatment 
consisted in hypodermoclysis, the administration of 
morphine and Lugol’s solution, and the application 
of hot boric acid dressings to the wound. 

BLACKFORD reviews the history of thyroid surgery. 
He attributes the improvement in the mortality rate 
to multistage operations, the selection of the proper 
time for operation, and the use of iodine before opera- 


tion. He emphasizes the fact that the effect of iodine 
is brief and not curative. 

ELsE discusses atypical toxic goiter and reports 
several cases of adolescent goiter and two cases of 
adult goiter. The cases of adolescent goiter responded 
well to iodine, and the other to removal of the gland, 

In discussing adenomatosis, Else gives in detail the 
pathology of the gland and cites two cases in which a 
subtotal double lobectomy was followed by marked 
inprovement. 

In a case of acute fulminating exophthalmic goiter 
iodine was of no benefit and death resulted. Else 
recommends ligation or X-ray treatment in such 
cases. 

Another group of cases discussed are those seen in 
the stage of remission when the symptoms have sub- 
sided. A subtotal double lobectomy usually effects 
a cure. 

Else advises preliminary ligation if the metabolic 
rate is over 50. He has seen little improvement fol- 
lowing the use of Lugol’s solution. He describes the 
technique of the operation and the postoperative 
treatment in detail. He emphasizes the importance 
of a careful study of each patient. When this is done, 
the mortality should not be more than a fraction of 
I per cent. H. Hoyt Cox, M.D. 


Graham, A.: Malignant Epithelial Tumors of the 
Thyroid; with Special Reference to the Inva- 
sion of Blood Vessels. Surg., Gynec. & Obst., 1924, 
XXxix, 781. 


This study is based on the cases seen at Lakeside 
Hospital, Cleveland, between 1905 and 1922. The 
incidence of malignancy varied between 1 and 2 per 
cent. Of the 122 tumors examined, 108 were epithe- 
lial tumors of a malignant nature or under suspicion 
of malignancy. 

A careful study of the 108 cases in the light of 
recent investigations ruled out forty-three tumors 
from the class previously considered malignant. 

The author believes that the morphological char- 
acter of the cells and tissue is an unreliable basis for 
determining malignancy, and that the key to the 
solution of the problem of thyroid epithelial malig- 
nancy is the invasion of the blood vessels. There 
can be no metastasis until there has been local 
invasion. Tumors without capsules which grow be- 
yond their site of origin rapidly follow the tissue 
planes and lymph spaces. Tumors arising from an 
adenoma primarily encapsulated do not invade the 
lymphatics as long as they remain within their 
capsules, but they may be malignant and cause 
death by distant metastasis through the blood 
stream. Since 90 per cent of malignant epithelial 
tumors originate from adenomata, the invasion of 
blood vessels is not uncommon. It is a simple matter 
for the tumor cells to break into the spaces with an 
endothelial lining either spontaneously or as the 
result of trauma, and grow there locally, forming 
tumor thrombi extending along the blood channel. 
Moreover, clumps of cells may break off and be 
transported to distant parts of the body. 


0 


| 

il 

t! 

a 

n 

b 

S 

t 

il 

0 

e 

il 

h 

| 
n 


SURGERY OF THE HEAD AND NECK 365 


The invasion of the blood vessels is not difficult to 
recognize. Examination of the thyroid veins, the 
veins of the capsule, and the veins of the tumor 
immediately beneath the capsule will usually disclose 
the presence of any gross thrombus or gross erosion 
and these findings may be verified easily with the 
microscope. When the lesion is not advanced, a few 
blocks through the capsule and tumor tissue from 
the suspicious area will usually suffice for the micro- 
scopic demonstration of invasion. 

The incidence of blood-vessel invasion has been 
surprising. The author believes, however, that epi- 
thelial tumors that are encapsulated and show no 
invasion of the blood vessels are benign, irrespective 
of their microscopic appearance otherwise, and that 
epithelial tumors of benign appearance which show 
invasion of the blood vessels cannot be regarded as 
harmless. E. SHackteTon, M.D. 


Hellwig, C. A.: Anzesthesia in Operations on the 
Thyroid Gland at the Schmieden Clinic in 
Frankfort on Main. Minnesota Med., 1925, viii, 
107. 

At the Schmieden Clinic local anesthesia is re- 
garded as the method of choice in all cases of thyroid 
operations except those of children and extremely 
nervous patients. 

The author believes that the paravertebral meth- 
ods described by Kappis and Danis, Geiger and 


Haertel, and Meeker and Hundling are all dangerous 
because the novocain may be absorbed in the spinal 
fluid and paralyze the centers of the medulla. Sixteen 
serious intoxications and three cases of sudden death 
have been reported following the use of these meth- 
ods, and one case of complete permanent paralysis 
of the left arm which Winterstein ascribed to punc- 
ture of the dura through the intervertebral fora- 
men and direct injury of the cord. 

Since the deep branches of the cervical plexus are 
largely muscular, it is necessary only to block the 
superficial branches. The latter form a plexus 
directly below the fascia on the posterior margin of 
the sternomastoid muscle. The deep structures of 
the lateral and anterior regions are supplied by 
sensory nerves which pass with the superior thyroid 
artery. 

In the subfascial block type of anesthesia which 
the author uses, he injects 15 c.cm. of 0.5 per cent 
novocain solution subfascially at the middle of the 
posterior margin of the sternomastoid muscle and 
the same amount subcutaneously at the same point. , 
He injects also 10 c.cm. of the solution subfascially 
above the upper pole of the thyroid gland. He be- 
lieves that adrenalin, by delaying the absorption of 
the solution, prevents the symptoms of novocain 
poisoning. The patient is prepared by heavy doses 
of morphine and atropine. 

STANLEY J. SEEGER, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dandy, W. E., and Elman, R.: Studies in Experi- 
mental Epilepsy. Bull. Johns Hopkins Hosp., 
Balt., 1925, xxxvi, 40. 


The authors believe that injury to the cerebral 
motor cortex makes the production of absinthe con- 
vulsions easier in the injured than in normal ani- 
mals. Injury to the cerebellar and occipital lobes 
is far less effective in making the animal susceptible 
to convulsions than is injury to the motor cortex. 
When the minima! convulsive dose of absinthe is 
given to an animal with an injured motor cortex, 
unilateral convulsions develop without loss of con- 
sciousness. 

In normal cats pronounced restlessness and irri- 
tability precede a convulsion, but in cats with healed 
motor defects this preliminary irritability does not 
appear; convulsions develop without warning in a 
normally composed animal. 

Dandy and Elman also review and discuss the 
literature upon the production of convulsions by 
interference with the cerebral circulation. 

Loyat Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Feiling, A., Carlill, H., Burrow, J. W., and Others: 
A Discussion on the Diagnosis and Treatment 
of Compression Paraplegia. Brit. M. J., 1924, 
ii, 1150. 

In this discussion the term ‘compression para- 
plegia” is limited to those pathological conditions 
in which a localized lesion produces pressure either 
on all of the contents of the spinal membranes or on 
the spinal cord alone, with or without involvement 
of the nerve roots, so that the functions of the spinal 
cord become progressively damaged. 

It is believed that in many spinal cord lesions in- 
terference with the circulation in the spinal cord is an 
important factor in the production of symptoms. It 
is probable that in most cases the veins suffer first, 
with the production of venous congestion, and that 
later, involvement of the arteries produces an an- 
zmia which, though insufficient to result in perma- 
nent degenerative changes, causes a considerable, 
and sometimes complete, temporary loss of func- 
tion. 

The pressure exerted by a collection of cerebro- 
spinal fluid dammed up by chronic adhesive menin- 
gitis or the blocking of the circulation of the fluid 
in the subarachnoid space by a tumor situated 
within the dura mater may be a factor in addition 
to any direct mechanical destruction that may have 
occurred. 


NERVOUS SYSTEM 


The greater part of this article is a discussion of 
the usual symptoms and etiological factors found in 
spinal cord compression. Loyat Davis, M.D. 


PERIPHERAL NERVES 


Gosset, A.: The Results Obtained in the Surgery of 
Peripheral Nerve Injuries from War Projectiles 
(Résultats obtenus dans la chirurgie de blessures des 
nerfs périphériques par projectiles de guerre). Brux- 
elles-méd., 1924, V, 114. 

Gosset discusses the surgery of the peripheral 
nerves and the brachial plexus on the basis of the 
literature and his own cases. 


THE MUSCULOSPIRAL NERVE 


The conclusions drawn with regard to the musculo- 
spiral nerve are as follows: 

1. Regeneration is favorable for function because 
the injury is usually in the middle third of the arm 
below the triceps muscle branch. Below this point, 
sensory distribution is limited. The muscles inner- 
vated are high, near the elbow. Hence, if regenera- 
tion extends only to the hand, the greater part of the 
muscles are re-innervated. The large vessels (an- 
atomically separated from the nerve) are rarely 
wounded with the nerve. Circulatory disturbances 
and causalgia are rare. 

2. Operation should be performed in the first few 
days; thereafter, a delay of a month or more is un- 
important, but a delay of from eight to ten months 
means a mediocre result. 

3. The time of regeneration depends upon wheth- 
er the section was complete or incomplete. Improve- 
ment is noted after four and one-half months. Heal- 
ing requires seventeen months. 

4. Regeneration is often considerable. Most fre- 
quently it involves the supinators, radials, triceps, 
extensor communis digitorum, and extensor pro- 
prius. There is always marked sensory relief. 

5. Liberation of the compressed nerve gives re- 
lief in from 80 to 95 per cent of the cases. Suture re- 
lieves or cures in from 40 to 70 per cent. In cases of 
complete section with neuromata formations, libera- 
tion and conservative procedures are distinctly con- 
tra-indicated. 


THE ULNAR NERVE 


Ulnar palsies, with the lesion in the arm or fore- 
arm, leave a very useless hand and favor ankylosis 
of the last fingers in flexion. Often the nerve cannot 
be sutured because flexion of the arm does not give 
sufficient length, the epitrochlea acting as a retlex 
pulley. Hence, nerve grafts are indicated more fre- 
— Suture gives only partially successful re- 
sults. 
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Regeneration almost never extends to the hand mus- 
cles (hypothenar eminence and interossei muscles). 
The axis cylinders do not readily re-enter the nerve 
sheath to the many muscles innervated. The ulnar 
and deep flexor muscles easily regain function. The 
nearer the suture to the axilla, the better the chances 
of functional return. The high muscles near the el- 
bow will be re-innervated almost certainly. The 
delay in recovery ranges from five months (first ap- 
pearance of movements) to two years or more (ulti- 
mate amelioration). Liberations from compression 
result in recovery in from 43 to 60 per cent of the 
cases. Suture gives a good result in from 17 to 70 per 
cent. 


THE MEDIAN NERVE 


The median nerve yields discouraging surgical re- 
sults. Complete sensory-motor restoration is dif- 
ficult to obtain, and all surgeons agree that motor 
regeneration is limited generally to the forearm mus- 
cles with exclusion of the thenar eminence, and sensa- 
tion in the hand is rarely recovered. Frequent and 
marked pain and trophic disturbances often lead to 
purely paralytic lesions and causalgic syndromes. 
The trophic disturbances and ankyloses may trans- 
form the hand into a nearly useless structure in 
which muscle re-innervation can accomplish little. 


SENSORY-MOTOR PARALYSES 


In ordinary sensory-motor paralyses, liberation 
of the nerve has been followed by a cure or marked 
improvement in from 46 to 60 per cent of the cases, 
and suture has given such results in from 25 to 45 per 
cent. Of sixteen cases of complete or incomplete 
painful palsies (six of which were treated by Gosset 
by simple liberation, and ten by liberation with in- 
cision or vertical neurotomy at the indurated zone), 
the results were practically negative in five, but in 
eleven there was marked amelioration or recovery 
after from one to twelve months. In one case, in 
which there was a serious injury of the brachial 
artery, the pain persisted after resection and suture. 


BRACHIAL PLEXUS 


In cases of injury of the brachial plexus, hasty 
intervention is unnecessary. The operation is tedi- 
ous; if there is a great loss of substance, complete 
liberation and suture are difficult, errors of anasto- 
— are many, and the path to the periphery is 
ong. 


SCIATIC NERVE 


In cases of injury of the sciatic nerve, including the 
trunk and branches, the results of operation are often 
poor for the following reasons: 

_1. The motor and sensory region is very exten- 
sive, and as the axis cylinders must go far to reach 
the periphery, there are many chances for error in 
the anastomosis. 

2. Frequent concomitant tendon and articular 
troubles during paralysis lead to vicious foot postures 
difficult to overcome. 
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3. The limb muscles atrophy quickly and recover 
function poorly. 

4. Trophic foot disturbances are resistant and hin- 
der function. 

The external popliteal nerve gives the best results, 
and the internal popliteal nerve the next best. 

The conclusions drawn regarding the sciatic nerve 
and its branches are as follows: 

1. The average interval between injury and op- 
eration and the outcome are as follows: 


Favorable Improve- 


outcome ment Failure 
Nerve Mos. os. Mos. 
External popliteal......... 3 6 6 
Internal popliteal......... 5 7 7 


In one case of severed external popliteal nerve in 
which suturing with silk was done on the day after 
injury, recovery resulted in three months. 

2. The first sign of amelioration is the return of 
tonicity or faradic contractility. This is usually 
noted after from twelve to twenty-one months in the 
case of the sciatic nerves, after from seven to four- 
teen months in the case of the external popliteal 
nerve, and after from eight to fourteen months in the 
case of the internal popliteal nerve. Recovery is pos- 
sible after several years. Trophic disturbances indi- 
cate failure. 

3. Perfect recovery of motor, sensory, and elec- 
trical phenomena has not been observed. 

4. In five of ten sciatic injuries and one of five in- 
juries of the external popliteal nerve, unrestored sec- 
tion lesions are accompanied by severe plantar per- 
forations. The perforations may require amputation 
of the toes. In cases of trophic and circulatory dis- 
turbances and oedema, Leriche obtains permanently 
successful results from periarterial sympathectomy 
done in addition to resection and nerve grafting. 

5. There is slight or severe neuritis. After suture 
with resection the pains have often ceased. 


NERVE SUTURING 


In Gosset’s cases liberation of the nerve and suture 
respectively resulted in recovery or great improve- 
ment in 95 and 55 per cent of the cases of musculo- 
spiral nerve injury, 47 and 44 per cent of the cases of 
median nerve injury, 43 and 17 per cent of the cases 
of ulnar nerve injury, 55 and 35 per cent of the cases 
of sciatic nerve injury, 66 and 50 per cent of the cases 
of injury of the external popliteal nerve, and 40 and 
50 per cent of the cases of injury of the internal poplit- 
eal nerve. 

The causes of failure are: (1) defective operation 
due to delay, tension on the sutures, insufficient re- 
section of the injured ends or fibrous scars; (2) vicious 
or insufficient growth of axis cylinders due to errors 
in suturing with rotation of the nerve ends so that 
corresponding nerve bundles are not approximated 
or the nerve-fiber ends become covered with the 
sheath of Schwann and are prevented from extend- 
ing; (3) a poor condition of the paralyzed limb, such 
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as rigidity of the hand or foot, ankylosis, stiffness 

of extensor or flexor tendons, and complete atrophy 

of muscles; and (4) insufficient postoperative care. 
NERVE GRAFTS 

The following conclusions are drawn regarding 
nerve grafts: 

1. Nerve grafting is much inferior to nerve suture 
done under good conditions. It should be reserved 
for great losses of substance which render suture ab- 
solutely impossible in spite of flexion of the limb. It 
is preferable to the anastomosis of fibrous ends and 
to tubularization or suture at a distance. 

2. Autogenous grafts have given the best results. 
With rare exceptions, heterogeneous grafting by the 
method of Nageotte has failed in man. 

CAUSALGIAS 

Conclusions on causalgias are the following: 

The sharp pain, vasomotor and trophic disturb- 
ances, and secondary paresthesias of the causalgic 
syndrome (Meige, Bénisty, and Leriche) are due to 
sympathetic nerve interference. The reflex arc 
(Tinel) is: (1) origin (irritation in an injured nerve, 
a neuroma, or a small arterial lesion, sometimes 
changes in peripheral nerve ends, secondary neu- 
ritis); (2) centripetal path (intraneural and periar- 
terial sympathetics, posterior spinal roots, rami com- 
municantes) ; (3) centrifugal paths (which follow the 
vessels, the fibers passing by small branches from the 
arterial sheaths to the nerves, etc.). The network 
of paths is difficult to destroy surgically. Hence the 
frequent failure of many proposed methods such as 
complete nerve section (with or without suture), 
neurolysis, hersage of the nerve, alcohol injections 
into the nerve according to the method of Sicard, 
periarterial sympathectomy of Leriche (one of the 
most favorable procedures), periarterial and _peri- 
venous sympathectomy, section of posterior roots 
together with sympathectomy, ionization, or radio- 
therapy, etc. If periarterial sympathectomy fails 
to give relief in the absence of any irritative lesions 
such as fracture or callus along the nerve or blood 
vessel, injections of alcohol into the nerve or section 
with suture may be beneficial. A few resistant cases 
may be reserved for posterior radicotomy. 

GENERAL CONCLUSIONS 

The following general conclusions are drawn: 

1. Operation is indicated in every case of nerve 
compression which grows progressively worse and 
tends toward a serious irritative syndrome or inter- 
ruption. Expectant treatment is of no avail. 

2. Operation is indicated in every case of complete 
nerve section which is diagnosed by a competent 
neurologist after repeated examinations and shows 
either no regeneration or signs of useless regenera- 
tion such as zones of stationary paresthesia. 

3. Operation is indicated in the causalgia and seri- 
ous neuritis. 

4. Early intervention is of importance. During 
primary surgical wound cleansing the condition of 
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the important neurovascular bundles should be de- 
termined. This isindicated still more definitely when, 
in the first day, there are signs of paralysis of a large 
peripheral nerve. Every sectioned nerve should be 
immediately sutured to favor rapid regeneration and 
prevent the formation of sclerotic tissue. 

5. In cases of contusion of a nerve trunk, con- 
servative expectant treatment and observation are 
preferable to operation. 

6. An injury seen only secondarily or late should 
be operated upon as soon as it is diagnosed, provided 
suppuration, osteitis, and inflammatory phenomena 
have been absent for a number of weeks. Aseptic 
operation is necessary. Delayed intervention is not 
serious if the delay is less than eighteen months. 
However, treatment should not be abandoned too 
quickly as a late suture is better than no operation. 
Depending upon which nerve is injured, the period 
of regeneration after suture or grafting varices from 
eighteen months to many years. 

7. In cases of nerve compression the operative 
procedure should be simple liberation of the nerve 
with its replacement between healthy muscle planes 
or under an aponeurosis. Small intrafascicular 
fibromata and intraneural foreign bodies should al- 
ways be removed. 

8. In cases of interruption of the nerve, resection 
of the fibrous scar and neurilemmal suture of the 
two permeable nerve ends without traction at the 
level of the anastomosis are indicated. If suture is 
impossible, the treatment should consist in approach 
to the nerve ends at a preliminary operation to gain 
length and suture at a second operation or autog- 
enous or homogeneous nerve grafting. The latter 
is preferable to the suture of fibrous nerve ends, su- 
ture at a distance, or tubularization. 

g. Immediate suture usually gives a nearly per- 
fect result. Secondary or late intervention alter 
from one month or two years gives good functional 
results in from 40 to 60 per cent of the cases, ce- 
pending upon the nerve affected. After two years, 
operation should be tried but the chances for suc- 
cess are decreased. 

The surgery of large nerve trunks is not disap- 
pointing if it is done systematically and with care 
in properly equipped institutions and with the op- 
portunity of keeping the patient under observation 
for a long period. Wa ter C. Burkert, M.D. 


SYMPATHETIC NERVES 


Holmes, W. H., and Ranson, S. W.: Cervical 
Sympathectomy in Angina Pectoris. J. Lu). = 
Clin. Med., 1924, X, 183. 

The authors report a case in which the paroxysmal 
pain of angina pectoris was relieved by the removal 
of the superior cervical sympathetic ganglion. ‘The 
patient was a woman of 53 years who had suticred 
with vague pains in the precordium and left arm for 
over a year and was admitted to the hospital for 
treatment for cardiac failure. After her admission 
to the hospital she experienced a typical attack ol 
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angina and thereafter the pain recurred with 
increasing frequency and severity. Nitroglycerine 
and amyl nitrite gave almost immediate relief, but 
the subsequent prostration was extreme. 

During the period of eleven and one-half months 
which has elapsed since the removal of the superior 
cervical sympathetic ganglion the patient has at no 
time experienced prostration, pain in the thorax or 
left arm, or a sense of constriction, and she has been 
able to earn her living as the nurse of two small 
children. 

The objective signs following the operation are 
those constituting the syndrome of Horner. The 
mechanism by which the operation relieves pain can 
be only conjectured, but since Ransom has shown 
histologically, Langly physiologically, and Head 
clinically that the cardiac sensory fibers take other 
courses than the cervical sympathetic trunk, it is 
assumed that relief is due to the division of the 
vasoconstrictor fibers in the superior cardiac branch 
of the sympathetic by which spasmodic contraction 
of the aorta and the coronary arteries is prevented. 
No relief is obtained from the operation when the 
pain is caused entirely by structural changes in 
these vessels. Knut H. Houck, M.D. 


Palma, R.: An Experimental Contribution on Peri- 
arterial Sympathectomy (Contributo speri- 
mentale allo studio della simpaticectomia periar- 
teriosa). Ann. ital. di chir., 1924, iii, 811. 


The author performed experiments on dogs to 
check the results reported by Leriche and Seifert. 
The sciatic nerve was resected to cause the forma- 


tion of trophic ulcers and sympathectomy was then 
done on the corresponding femoral artery. 

It was found that in all cases, both those in which 
the sympathectomy was done prior to the operation 
to cause trophic ulceration and those in which it was 
done at the time of the resection of the sciatic nerve, 
the removal of the perivascular sympathetic did not 
hinder the appearance of the ulcers and did not 
cause them to heal. 

The action of sympathectomy is the more prompt 
and efficacious the sooner the operation is performed 
after the appearance of an ulcer. 

There is no basis for the assumption that, not- 
withstanding the periarterial sympathectomy, the 
vasoconstrictor sympathetic influence may extend to 
the underlying vascular regions by way of the nerve 
terminations in the branches of the artery above the 
sympathectomized zone and may establish a collat- 
eral route of sympathetic innervation. As the result 
of the sympathectomy, a sleeve of cicatricial connec- 
tive tissue is formed in the arterial tract and this, in 
retracting, interferes with the functioning of the 
artery and seems to be of importance in diminishing 
the blood flow in the underlying vascular regions. 

In some cases obliterating endarteritis results from 
the injury of the vessel walls. This condition in asso- 
ciation with incomplete removal of the vascular 
sympathetic, constriction of the arterial walls by the 


. cicatricial sleeve, and abolition of cutaneous sensi- 


tiveness brought about by the interruption of the 
vaso-inhibitory routes is sufficient to explain the 
failures and the transitory effect of periarterial 
sympathectomy. W. A. BRENNAN. 
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TRACHEA, LUNGS, AND PLEURA 


Jackson, C.: Foreign Bodies in the Air and Food 
Passages: Charted Experience in 1,155 Cases at 
the Bronchoscopic Clinic. Amn. Otol., Rhinol. & 
Laryngol., 1924, xxxili, 1009. 

The records of cases of foreign bodies in the air and 
food passages which have been treated at the Bron- 
choscopic Clinic, Philadelphia, were charted by 
Jackson in order that he might have on hand an 
easily accessible record showing at a glance how the 
various problems have been met and what results 
were obtained from the treatment given. The treat- 
ment of new cases is now based upon a study of simi- 
lar cases charted. The article does not lend itself to 
abstracting but should be of interest to all bronchos- 
copists. Ratpu B. Betrman, M.D. 


Jackson, C., Tucker, G., Clerf, L. H., Lukens, R. M., 
and Moore, W. F.: Bronchoscopy as an Aid to 
the Thoracic Surgeon. J. Am. M. Ass., 1925, 
Ixxxiv, 97. 


Bronchoscopy bears much the same relation to 
thoracic surgery that cystoscopy bears to genito- 
urinary surgery. In some cases of thoracotomy, it 
may be of advantage to insert the bronchoscope and 
to cut down upon the cavity while the instrument is 
still in place. 

Contra-indications to bronchoscopy are indica- 
tions for its postponement rather than its avoidance. 
These consist of fulminating suppurative pneumo- 
nitis, threatening rupture of a pulmonary focus into 
the pleural cavity, cachexia, sepsis, and serious 
cardiovascular disease. 

The authors have not seen a death that might be 
directly attributed to bronchoscopy. However, 
bronchoscopy has not been used in hopeless and 
moribund cases. 

The defensive mechanism of the lungs consists of: 
(1) the cough reflex, (2) the ciliary activity, and (3) a 
germicidal action. The first is of great assistance 
after the foreign matter has reached the larger air 
passages. Ciliary action is responsible for upward 
drainage from the periphery. In disease conditions 
this action is lost or greatly handicapped. The 
germicidal activity, while not easily explained, is 
not denied. In cases of posttonsillectomy abscess, 
aspiration hastens recovery. The well-established 
abscess with a fluid level will respond almost as 
readily. 

Malignant disease of endobronchial origin may be 
diagnosed early by bronchoscopy. Lobectomy may 
then be done, if indicated. Many malignant lesions 
of the lung have been found at autopsy to be very 
small and without metastasis. 

J. Pickett, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Tucker, G.: Cicatricial Stenosis of the Esophagus, 
with Particular Reference to Treatment by 
Continuous String Retrograde Bouginage with 
the Author’s Bougie. Ann. Otol., Rhinol. & 
Laryngol., 1924, xxxiii, 1180. 

The causes of cicatricial stenosis of the cesophagus 
include the swallowing of lye, bichloride of mercury, 
ammonia, acids of various kinds, and hot food; sys- 
temic infections such as typhoid, diphtheria, lues, 
scarlet fever, and tuberculosis; the irritation of for- 
eign bodies; and direct trauma. By far the most 
common cause is the swallowing of lye. The condi- 
tion occurs most frequently in children. 

Congenital strictures are usually single, whereas 
cicatricial strictures are usually multiple, situated at 
different levels, and usually excentric. 

Strictures are found most commonly at the level 
of anatomical or physiological narrowings of the 
oesophagus. 

On csophagoscopic examination, the oesophagus 
is found to be dilated above and between the stric- 
tures. The strictures vary in appearance, some be- 
ing white cords narrowing the lumen and others 
projecting into the lumen. 

The treatment now used has changed a poor prog- 
nosis into a good one. 

The symptoms are those due to dysphagia with 
resultant malnutrition and dehydration. 

The diagnosis is based on the history, the symp- 
toms, the findings of fluoroscopic examination alter 


.an opaque drink, and direct cesophagoscopy. 


Blind peroral bouginage is to be condemned. The 
peroral string methods have given good results and 
are safer. In the use of the latter the patient swal- 
lows a string, the string is then pulled taut, and a 
bougie is pushed through the stricture over the 
string. Jackson’s method of passing a_ bougie 
through the stricture under cesophagoscopic control 
is a still better method. 

The author’s procedure is a retrograde attack. A 
gastrostomy is first done in order to improve the 
patient’s nutrition and to place the oesophagus at 
rest. After a period of rest, the lumen of the cesopha- 
gus will usually dilate sufficiently to allow the swal- 
lowing of a string. After the string has been passed, 
bougies of graded size are pulled up from below 
through the gastrostomy opening. A piece of string 
is attached to the bougie so that the oesophagus is 
continually threaded. 

Tucker has constructed special bougies 35 cm. long 
with a loop of braided silk at either end. These 
bougies are made of rubber. Even the slight force 
used in the introduction of a rubber bougie lessens 
its diameter and when the bougie has been pulled 
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into place the relaxing of the tug permits its re-ex- 
pansion. The bougie is left in place for twenty-five 
or thirty minutes. After the patient becomes ac- 
customed to the treatment he experiences very little 
discomfort from it. 
The treatment is given once or twice a week. The 
bougie used is not increased in size until it has been 
passed very easily a number of times. The gastros- 
tomy tube is kept in place not only for the feeding of 
the patient but also to keep the gastrostomy patent. 
The author reports twenty-five cases in detail. 
B. Betrman, M.D. 


Torek, F.: Carcinoma of the Thoracic Portion of 
the @sophagus: Report of a Case in Which 
Operation Was Done Eleven Years Ago. Arch. 
Surg., 1925, X, 353- 

Eggers, C.: Resection of the Thoracic Portion of the 
(Esophagus for Carcinoma: Report of a Success- 
ful Case. Arch. Surg., 1925, X, 361. 

Allen, D. S.: Further Experimental Reconstruction 
of the Esophagus with Autogenous Fascia 
Lata Transplants. Arch. Surg., 1925, X, 374- 


ToREK’s case of carcinoma of the thoracic portion 
of the cesophagus is reported in detail. Today, eleven 
years after the operation, the patient, a woman 78 
years old, has practically no difficulty in the inges- 
tion of food and appears to be in better general 
health than previously. Torek emphasizes the im- 
portance of an early operation for a successful re- 
sult. 

EGGERS states that for the early diagnosis of car- 
cinoma of the cesophagus reliance must be placed on 


the roentgen examination followed by an cesopha- 
goscopic examination and perhaps biopsy. He re- 
ports a case in full. The patient was a man 38 years 
of age who gave a history of only six weeks duration. 
The lesion had increased so rapidly that at the first 
roentgen-ray examination it was pronounced almost 
complete. Since the operation the patient has gained 
sufficiently to desire to return to his former occupa- 
tion. 

ALLEN tabulates briefly the basic operative pro- 
cedures which have been devised for cesophagoplasty. 
His own plan of operation is resection of the car- 
cinomatous area of the oesophagus without splitting 
the enveloping sleeve of fascia lata and, in addition, 
he employs measures to shut off the blood supply 
to the carcinomatous area after the danger of 
leakage has been eliminated. The operation is done 
in two stages. 

Ten experiments were carried out by this method, 
six on the cervical cesophagus and four in the thoracic. 
region. In none was there any leakage of the cesoph- 
agus, but in three of them sloughing of the cesopha- 
gus failed to occur because the ligatures were not 
tied tightly enough. The following conclusions are 
drawn: 

1. By a two-stage operation it has been proved 
possible to remove a section of the cesophagus by 
ligation without opening the lumen at either opera- 
tion. 

2. This procedure prevents infection of the medi- 
astinum from leakage of the contents of the cesopha- 
gus. Emi C. Ropitsuek, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Razzaboni, G.: Plastics of the Abdominal Walls 
with Transplants of Fixed Tissues (La plastica 
delle pareti addominali col trapianto di tessuti fis- 
sati). Arch. ital. di chir., 1924, X, 277. 

Finding that no work has been done in reference 
to the plastic reconstruction of the abdominal walls 
with grafts of dead and fixed tissues, Razzaboni 
carried out a number of experimental investigations 
on this subject on rabbits. In this study, more or 
less extensive tracts of the musculo-aponeurotic 
plane of the abdominal wall were replaced by homol- 
ogous fixed musculo-aponeurotic strips or fixed 
strips of fascia lata or auricular cartilage. The opera- 
tive work was done under the usual surgical asepsis 
and the behavior of the grafts at various stages was 
determined by microscopic examination. 

These experiments demonstrated the formation 
of a sort of connective tissue vascular capsule about 
and upon two surfaces of the graft like that found by 
Polettini. 

From the point of view of the biology of grafting 
with fixed homologous or heterologous tissue, Raz- 
zaboni concludes that, in “‘ taking, ” the grafted tissue 
excites a more or less mild reaction on the part of 
the host which is manifested in an active neoforma- 
tion of connective tissue encapsulating, invading, 
and eventually taking the place of the graft. In 
cases of large losses of substance of the abdominal 
musculo-aponeurosis the experimental findings 
demonstrated that, at least in the rabbit, it is some- 
times possible to obtain good results with fixed and 
suitably selected grafts of homologous or heterolo- 
gous tissue. W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Berlet, K.: The Arteries of the Human Stomach 
and Their Relation to the Etiology and Patho- 
genesis of Gastric Ulcer (Ueber die Arterien des 
menschlichen Magens und ihre Beziehungen zur 
Aetiologie und Pathogenese des Magengeschwuers). 
Zischr. f. Path., 1924, Xxx, 472. 


The author injected the arteries of the stomach in 
twenty cadavers with a solution of gelatine to which 
he had added red lead as coloring material. Some of 
the injections were made from the ceeliac artery and 
others from the aorta above the point where the 
caliac artery branches off. The specimens thus pre- 
pared were cut open on the anterior wall near the 
greater curvature and preserved in formalin, the two 
surfaces being separated. 

From the X-ray plates of these specimens the 
impression is gained that the lesser curvature has 
only a moderate vascular supply and that the course 


of the vessels differs at the pyloric end from that on 
the anterior and posterior surfaces of the stomach, 
In the pars pylorica very delicate arterial branches 
run horizontally, parallel with the longitudinal axis 
of the stomach; they exhibit hardly any anastomoses 
and in the pylorus itself become extremely small. 

In a stomach that is injected, washed, and then 
inflated, no important difference can be made out 
between the vascular supply of the anterior and 
posterior sides of the stomach. Vessels of large 
caliber run almost vertically over the stomach wall 
from the left gastric artery or the descending rami; 
they unite with the corresponding branches coming 
from the gastro-epiploic arteries, but it is impossible 
to determine the site where one passes into the other. 
These parietal arteries extend over the surface of the 
stomach; sooner or later they divide at an acute 
angle into two main branches, forming large, 
elongated polygons, the branches of which, toward 
the greater curvature, re-unite at an acute angle to 
divide up into a similar polygonal network or to join 
at once with a branch of the gastro-epiploic artery. 

The parietal arteries give off large branches, 
usually at right angles. Some of these branches 
anastomose directly with the neighboring large 
arteries, while others split up and fill the intervening 
spaces with a more or less large network which, 
again, is joined up by anastomoses to the nearest 
artery with a vertical course. In the interspaces of 
these meshes run very small arteries which, without 
anastomosing, end suddenly in a point-like protuber- 
ance. 

The network of large arteries is most conspicuous 
at the fundus and becomes less marked toward the 
pylorus. In the pars pylorica it gives place to an 
entirely different distribution of vessels. In this 
region all of the vessels run horizontally, and the 
large arteries, which however are here much smaller 
than the vertical branches described, divide up 
brushwise into very small vessels with few anas- 
tomoses. Directly at the pylorus the vessels appear 
particularly small and scanty. The arteries supply- 
ing the region of the lesser curvature and Waldeyer’s 
Magenstrasse are also very small. 

It is therefore apparent that along the lesser 
curvature and in the pyloric region the anatomical 
vascular relations possess an individual character 
and the blood supply in this portion of the stomach 
is not as good as in the other portions. Consequently, 
the arteries are predisposed to circulatory disturb- 
ances and are much less able to compensate for such 
disturbances by the rapid establishment of an ade- 
quate collateral circulation. 

These facts may be accepted as anatomical prooi 
of the origin of ulcers from infarction. The author 
believes that the mechanical theory does not offer a 
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satisfactory solution of the ulcer problem. On the 
other hand the vascular theory explains by one and 
the same cause the site, shape, and chronicity of 
ulcers. Cottey (Z). 


Judd, E. S., and Proctor, O. S.: Multiple Gastric 
Ulcers. Med. J. & Rec., 1925, cxxi, 93. 


Judd and Proctor report a series of eighty-seven 
cases of multiple gastric ulcer operated upon during 
a period of ten years and diagnosed and treated by 
methods that varied with increasing knowledge. The 
series represents 6 per cent of the entire number of 
cases of gastric ulcer operated on at the Mayo Clinic 
during that period. There were usually two ulcers, 
less often three, and in 17 per cent between four and 
twenty-two. 

As a rule, a clinical diagnosis of multiplicity was 
not possible. In one case such a diagnosis was rea- 
sonably founded on the history; in two others it was 
based on the X-ray findings, but as a rule the picture 
was erroneous either with regard to the nature of 
the lesion or the location of the other ulcer. The 
most consistent help was afforded by the history of a 
change from intermittency to continuity of symp- 
toms. This was given in almost half of the cases. 
Hemorrhage, pain, perforation, emaciation, and 
anemia showed the usual incidence and severity. 

When many ulcers were present, one or two showed 
the well-known crater, thick edge, and _ infiltra- 
tion, while the others were smaller and shallower, 
and in general looked more recent. The appearance 
suggested an extension of infection from the older to 
the newer lesion. Most of the ulcers were found 
about the lesser curvature and pylorus; the location 
of the rest was diverse. A few cases showed a simple 
ulcer associated with a malignant ulcer. There were 
six syphilitic ulcers, of which three were diagnosed 
before operation. Except for their multiplicity, their 
appearance at operation was that usually described. 
The discovery of shallow, thickened ulcers with 
fibrous walls calls for a microscopic examination of 
the lesion and a general search for syphilis. 

Many types of operations were performed, includ- 
ing anastomoses, plastic operations, and resections. 
The authors agree with Finsterer in preferring re- 
section of the entire ulcerated area. This was done 
in more than half the cases of the series. 

The mortality was lower than that for the total 
number of gastric ulcers operated on, being 3.4 per 
cent as against 4.5 per cent. Results classed as ex- 
cellent and good comprise about 65 per cent of the 
known results. 


Bufalini, M.: The Best Gastro-Enterostomy Tech- 
nique from the Static and Mechanical View- 
points (La migliore tecnica della gastro-ente- 
rostomia dal punto di vista statico e meccanico). 
-[rch. ital. di chir., 1924, x, 170. 

Poor functional results after gastro-enterostomy, 
which were seen frequently in the past, are now 
becoming more rare because of changes in the oper- 
ative technique. 


After a review of the methods of gastro-enteros- 
tomy recommended and followed by various schools, 
Bufalini describes the operative technique followed 
by Taddei in the University Clinic at Pisa and 
then reports a study of the functioning of the anas- 
tomosis as observed in a series of cases by means of 
the roentgen ray. 

In discussing the different methods of gastro- 
enterostomy, Bufalini states that von Hacker’s pos- 
terior transmesocolic gastro-enterostomy is easily 
executed and is indicated in the majority of cases. 
He regards this procedure as the method of choice. 

Experience has shown that function is greatly 
influenced by: (1) the lengh of the jejunal loop; 
(2) the disposition of this loop; (3) the direction of 
the gastric incision; (4) the site of the neo-pylorus; 
and (5) the amplitude of the anastomotic orifice. 

With regard to the length of the jejunal loop 
Bufalini says that shortness of this loop is of great 
importance in the technique of gastro-enterostomy. 
Today, anastomosis with a short loop or no loop is 
considered by many surgeons the method of choice 
in the posterior gastro-enterostomy of von Hacker. 

In regard to the disposition of the jejunal loop 
there are two types of posterior gastro-enterostomy — 
that in which the loop is relatively long and is dis- 
posed in an isoperistaltic manner, and that in which 
a short loop is disposed in anti-peristaltic manner. 

As a rule the gastric incision is made in an oblique 
or vertical direction. Such an incision offers the best 
guarantee of good function of the neopylorus. 

Experimental investigations and roentgen obser- 
vations have demonstrated that as regards drainage 
of the stomach the anastomotic orifice tends to 
function better the nearer it is placed to the pylorus. 
This is true especially when the stomach is of normal 
or almost normal size. When the orifice is placed as 
near as possible to the greater curvature, a collection 
of gastric material beneath the anastomosis is 
prevented. 

The anastomotic orifice should not exceed in 
amplitude the width of the jejunal loop. If it is 
larger, evacuation will be too rapid. 

On the basis of the literature the author discusses 
the function of the anastomosis in stomachs with a 
permeable pylorus and in those with secondary 
stenosis of the orifice, the evacuation of the stomach 
after gastro-enterostomy, the changes in the volume 
of the gastro-enterostomized stomach, and the 
appearance of peptic ulcers after gastro-enterostomy 
on the basis of the literature. 

In the University Clinic of Pisa the technique of 
gastro-enterostomy used is similar to that of von 
Hacker, but differs from it in the site and direction 
of the anastomotic orifice and the length and dis- 
position of the jejunal loop. Taddei’s gastro- 
enterostomy technique is described in detail. The 
operation is characterized in general by the para- 
pyloric site of the anastomosis, a very short jejunal 
loop, and vertical disposition of the loop. 

The results obtained have been most satisfactory. 
In none of the cases has there been any post- 
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operative disturbance of the gastroduodenojejunal 
circle. Gastric lavage has been unnecessary as there 
has been no regurgitation of bile. 

An X-ray study of the function of the neopylorus 
was made in twenty cases representing different 
types of lesions and different operative techniques. 
These twenty cases are reported in detail. In all of 
them the X-ray showed that the anastomosis func- 
tioned well, completely evacuating the stomach and 
keeping the pyloroduodenal tract at complete or 
almost complete rest without obstructing the pas- 
sage of gastric contents through the pylorus. The 
time necessary for the evacuation of the stomach 
after gastro-enterostomy appeared on the whole to 
be shorter than normal. In cases in which pyloric 
exclusion was done the functioning of the anasto- 
motic orifice was excellent. 

In none of the cases subjected to gastro-enteros- 
tomy with or without von Eiselsberg’s pyloric ex- 
clusion has a peptic ulcer developed. 

W. A. BRENNAN. 


Rienhoff, W. F., Jr.: Blind-End Circular Suture of 
the Intestine (Halsted Method). Bull. Johns 
Hopkins Hosp., Balt., 1925, xxxvi, 81. 


The author reports a case in which he used the 
aseptic blind-end circular suture described by Hal- 
sted in 1922. The condition for which the operation 
was done was carcinoma of the lower end of the sig- 
moid colon just above the promontory of the sacrum. 

The colon was mobilized by incising the perito- 
neum in the region of the growth. A Kocher clamp 
was used to mark the bowel 6 cm. above and below 
the growth. Along the proximal edge of the mark 
made by the proximal clamp and along the distal 
edge of the mark made by the distal clamp, four 
pursestring sutures of No. 1 plain catgut were placed 
and the ligatures tied in one knot so that they could 
be tightened after division of the bowel. 

On the portion of the bowel to be resected clamps 
were placed to serve as handles. The bowel was 
divided with a cautery between each pair of purse- 
string sutures. The stumps of the bowel were trimmed 
with scissors as close as possible, and the everted 
bowel teat again touched with the cautery. Mat- 
tress sutures were then placed in the order sug- 
gested by Halsted, the first two on both sides of the 
mesentery and immediately in the mesentery. Hal- 
sted called this the “‘ Mitchell-Hunner” stitch. One 
other mattress suture was placed in the antemes- 
enteric border, and one on each of the lateral borders 
of the intestines. These sutures were tied, and other 
mattress sutures were placed about %4 cm. apart 
and re-inforced by Halsted interrupted sutures. In 
all, about sixteen sutures were placed. 

The knife was inserted through the rectum with 
the cork tip in place, and when the point of anasto- 
mosis was reached the cork tip was removed. The 
knife was then passed through the center of the dia- 
phragm, the cutting of the purse string suture being 
definitely felt. The knife was then withdrawn and a 
bougie was inserted to dilate the diaphragm still 


further. Following this, a rectal tube was placed 
through the opening made by the bougie and al- 
lowed to remain in place about 8 cm. above the site 
of the anastomosis, being fastened to the buttocks 
with small strips of adhesive. A cigarette drain was 
then placed to the site of the anastomosis and the 
abdomen closed. 

Twenty-four hours after the operation a fluid bow- 
el movement occurred, and thereafter the stools 
were entirely normal. The rectal tube was removed 
forty-eight hours after the operation. 

The points in favor of this operation are sum- 
marized as follows: 

1. As there is practically no soiling, the formation 
of postoperative adhesions is avoided. 

2. The operation is more rapidly performed than 
other operations. 

3. It requires less handling of the bowel and no 
special clamps. 

4. It provides ideal peritoneal apposition. 

5. After resection, the entire amount of bowel, 
except the amount turned in, can be utilized. 

Joun A. WotrFer, M.D. 


Gray, G. M.: Intussusception: A Series of Twenty 
Consecutive Cases. Lancet, 1925, ccviii, 71. 


Gray reports an interesting series of twenty con- 
secutive cases of intussusception in children. Early 
recognition of the condition is imperative for success- 
ful treatment. Fifteen of the patients were males. 
All except three were under 1 year of age. In only 
two instances was there a history of gastro-enteritis. 
It appears to be the strong breast-fed presumably 
healthy babies who are most prone to the condition. 

The symptoms are pain, vomiting, blood in the 
stools, and the presence of an abdominal tumor. 
The pain is severe, and the child often lies with its 
legs drawn up. The vomiting varies greatly as re- 
gards frequency and duration. In some cases it may 
be entirely absent. The passing of blood is usually a 
late sign; it occurred in nineteen of the cases re- 
viewed. All of these cases presented a palpable ab- 
dominal tumor which varied greatly in size and 
position. In several instances there was a distinct 
emptiness of the right iliac region and absence of 
gurgling over the cecum. 

In ten cases the intussusception was ileo-ileo- 
cecal; in seven, ileocecal (so-called ileocolic) ; in two, 
ileal (enteric); and in one, ileal ileocecal. There was 
no case of the true ileocoloc type which begins in the 
terminal portion of the ileum and consists in pro- 
lapse of the ileum through the ileocecal valve. In 
all of the twenty cases except one there was distinct 
mobility of the caecum and ascending colon. A mo- 
bile cecum appears to be an important factor in the 
development of intussusception. 

The treatment is immediate laparotomy with 
reduction of the intussusception. The author pre- 
fers a right paracentral incision. The anesthetic 
employed was nitrous oxide and oxygen with a small 
amount of ether. As most of the cases were fairly 
toxic, minimal anesthesia was induced. The tumor, 
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if very long, was first partially reduced within the 
abdomen and then delivered. 

The after-treatment consisted in the subcutaneous 
infusion of a 2 per cent solution of glucose in normal 
saline solution. This diminishes the shock. Morphia 
was administered if the child was restless, and feed- 
ings were begun from four to six hours after the 
operation. Castor oil was given on the third day. 

The author concludes that intussusception will al- 
ways have a considerable mortality since the prog- 
nosis depends on its early recognition. In the series 
of cases reported there were only two deaths. 

Joun W. Nuzvum, M.D. 


Welch, P. B.: What Constitutes Constipation— 
Some Observations on Colon. J. Jowa State M. 
Soc., 1925, XV, 18. 

As a result of clinical observations, a review of 
the physiology of the intestinal tract, and a study 
of tracings made from a dog’s colon, the author con- 
cludes that there is a definite relationship between 
the ingestion of food and defecation, that under 
normal conditions defecation occurs after meals, 
and that constipation may be present when there is 
only one bowel movement a day. 

Emit C. RositsHEK, M.D. 


LeWald, L. T.: Right-Sided Diverticulitis and Di- 
verticulosis. Radiology, 1925, iv, 43. 


Diverticulosis may be present without diverticuli- 
tis. It occurs more frequently on the left side. 

Diverticula are diagnosed by the persistence of 
their shadows in the roentgenogram for days after the 
ingestion of the barium meal. In one case cited the 
shadows persisted for ninety-eight days. The pres- 
ence of a tender spot in the abdomen in association 
with the shadows of diverticula suggests diverticuli- 
tis. There may also be a filling defect suggesting irri- 
tability. The persistence of the opaque substance in 
the diverticulum will help to differentiate the condi- 
tion from ulcer. Diverticula may be present in sev- 
eral regions of the digestive tract at the same time. 

Diverticulitis may be differentiated from carci- 
noma by careful roentgen examination. 

Marcus H. Hosart, M.D. 


Heyd, C. G.: A Review of Some Recent Work on the 
Surgical Physiology of the Gastro-Intestinal 
Tract, with Special Reference to So-Called 
Chronic Appendicitis. Ohio State M.J., 1924, xx, 
749- 

The gastro-intestinal tract is a physiological unit, 
the efficiency of which depends primarily on the mus- 
cular efficiency of the gut tube. The musculature of 
the intestines, like that of the heart, depends for its 
harmonious co-ordination and control upon its own 
independent nervous mechanism consisting of nodal 
points of highly specialized nerve tissue which are 
intimately connected and co-ordinated through the 
fibers of Auerbach’s plexus. It is this mechanism 
which regulates the tonus, the rate, rhythm, strength, 
amplitude, and frequency of contraction. 


Other factors of the digestive mechanism are 
points of normal stasis or barriers against too rapid a 
passage of intestinal contents. These are the pyloric 
sphincter and the ileocecal valve. 

In the production of symptoms of disease, inter- 
ference with the muscular or motor efficiency of the 
gut tube outranks any disturbances due to alterations 
of the secretory functions. Motor deficiencies may be 
exhibited in any of four ways. There may be retarda- 
tion, acceleration, stasis, or obstruction of the intes- 
tinal contents. These phenomena are the natural re- 
sult of irritation of the intestinal neuromuscular 
mechanism. In the presence of irritation there is an 
increase in the tonus of the sphincters with more or 
less permanent shortening and contraction of the 
component muscle fibers and a change in the irrita- 
bility of the musculature above and below the point 
of irritation. As a result, the progress of the intes- 
tinal contents is retarded up to the point of irrita- 
tion and accelerated beyond it. The sphincteric 
phenomena explain the occurrence of pylorospasm 
and its concomitant symptoms, and alterations in 
the strength, rate, rhythm, etc. of intestinal con- 
traction explain the pain in irritative lesions of the 
gut tube. 

In the clinical interpretation of pain from lesions 
of the gastro-intestinal tract, two typesare recognized. 
There is the pain from a purely irritative lesion 
of the neuromuscular mechanism which is sudden 
in its onset, generalized over the abdomen, paroxys- 
mal, and perhaps associated with nausea and vomit- 
ing with increased abdominal sensibility. This is the 
type of pain that often represents the initial stage 
of a progressive lesion. The second type is that re- 
sulting from inflammation, exudation, or new 
growth, which is constant and often localized, and 
requires a definite time interval for-its development. 

Pain arising from fixed organs is much more ac- 
curately localized than that from a mobile viscus. 

With regard to the symptoms of chronic appendi- 
citis the author states that in 33 per cent of the cases 
reviewed in which the main complaints were referred 
to the upper abdomen, there was a history of attacks 
of acute pain which may be reasonably inter- 
preted as having been due to appendicitis. Local 
pain at McBurney’s point was present or mentioned 
in the history in 80 per cent of the cases. When the 
symptoms were mainly in the upper abdomen, the 
complaints were usually pain or distress of varying 
severity in the vicinity of the umbilicus which were 
made worse by the ingestion of food and had a defi- 
nite radiation toward the right lower quadrant. 
Qualitative food dyspepsia was present in 50 per 
cent of these cases, but there was no constancy as to 
the particular food that disagreed. Remissions of 
days occurred, and in all cases there was a capri- 
ciousness in the onset, character, and food relation- 
ship of the pain such as is not present in ulcer. 

In gastroduodenal ulcer, the outstanding feature 
is the regularity of the symptoms produced and 
their constant repetition day after day over a period 
of time under the same conditions of food intake. 
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The pain is truly epigastric and of variable intensity. 
Its onset bears a definite time relationship to the in- 
gestion of certain foods. 

With regard to chronic appendicitis the author 
states that the gross pathological changes seen at op- 
eration which may be regarded as criteria of the 
condition are: (1) alternate areas of dilatation and 
constriction through the organ; (2) hypervasculari- 
zation of the appendix; (3) obliterative changes which 
may be proximal to a bulbous dilatation beyond; 
and (4) hyperplasia in the lymph nodes between the 
ascending colon and the terminal ileum. Attention 
is called also to certain remote pathological changes 
associated with chronic appendicitis. These include 
a tumultuous contraction in the pyloric antrum, 
hypervascularization of the pyloric zone, and the 
presence of a thin vascularized membrane extending 
across the pylorus or the signs of a beginning patho- 
logical process in the gall bladder. 

In discussing the biliary system, the author points 
out that ablation of the gall bladder is not followed 
by any change in the health or metabolic processes; 
that the gall bladder is a storage receptacle which 
is incapable of completely emptying itself; and that 
there is a very free lymphatic intercommunication 
between the liver, gall bladder, bile ducts, and pan- 
creas. Infection passing from the biliary radicals to 
the pancreas involves first a group of glands on the 
posterior surface of the pancreas, but ultimately ex- 
tends to a group of glands lying between the duct of 
Santorini and the duct of Wirsung, which is known 
as the angle of pancreatic inflammation of Desjar- 
dins. The incidence of pancreatitis is given as 7.6 
per cent in cases of disease of the gall bladder, and 
22 per cent in conditions requiring operation on the 
common duct. Eighty-one per cent of surgical con- 
ditions of the pancreas are associated with gall 
stones. Inspissated bile is regarded as normal be- 
cause of the action of the extrahepatic biliary channel 
in concentrating the bile from two to ten times in 
twenty-four hours. Attention is called also to the 
fact that the secretory pressure of the bile as it de- 
scends through the common duct, even though it be 
augmented by the contractile pressure of the gall 
bladder, is insufficient to overcome the sphincter of 
Oddi, and that bile appears in the duodenum only as 
the result of reciprocal innervation of the biliary mus- 
culature and Oddi’s sphincter. Such stimulation 
occurs whenever there is the slightest mechanical or 
chemical irritation of the duodenal mucosa. 

With regard to the pathology of the gall bladder, 
Heyd has observed that a diseased gall bladder with- 
out stones is a greater menace to complete recovery 
than a less grossly changed gall bladder with stones. 
He calls attention to the fact that conclusions made 
as to the normality of a gall bladder on the basis of 
palpatory evidence alone are open to question. 

The criteria which may be accepted as evidence 
of gall bladder disease in the absence of stones are: 
(1) replacement of the normal olive green color by 
a white, grayish, brown, or mottled color; (2) any 
marked increase in the thickness of the wall; (3) the 


presence of saffron-colored fat in the vicinity of the 
fundus; (4) the presence of hyperplastic lymph nodes 
along the course of the cystic or common duct; (5) 
diverticulum of the fundus of the gall bladder: and 
(6) the presence of white plaques in the serosa ex- 
tending from the fundus of the gall bladder to the 
undersurface of the liver. 

The functions of the liver are enumerated and the 
incidence of hepatitis discussed. The author’s studies 
have demonstrated that hepatitis occurs with a great 
variety of abdominal lesions, and that its degree 
seems to depend on the chronicity and the virulence 
of the offending agents. Macroscopic changes indica- 
tive of hepatitis may consist of areas of capsular 
thickening, visceroparietal adhesions, thickening or 
crenation of the liver margin, surface dimpling, or 
diffuse enlargement of the organ. Microscopically, 
there may be fibrosis or lymphocytic or round-cell 
infiltration. 

The clinical symptoms of cholecystitis show four 
stages. So long as the changes are confined to the 
gall bladder, that is, the early stage of disease, the 
complaints are mainly those of gaseous indigestion. 
The gas is believed to bear a distinct relationship to 
the quality and quantity of the food taken. Not un- 
commonly vomiting induced voluntarily gives com- 
plete relief. Occasionally there is a sense of chilli- 
ness after meals. 

The second stage is characterized by the occur- 
rence of biliary colic, a sudden acute agonizing pain 
occurring in paroxysms and usually requiring an 
opiate for relief. 

When the patient is seen in the stage of jaundice, 
the third stage, the cause of the jaundice requires 
investigation. If catarrhal jaundice and the jaundice 
associated with Laennec’s cirrhosis can be excluded, 
it becomes a question of differentiating between ob- 
struction due to a stone, obstruction due to infection, 
and that due to malignancy. The typical jaundice 
of malignancy is insidious in its onset, painless, 
steadily progressive, and is not associated with chills, 
fever and sweats. Jaundice due to obstructive cal- 
culus is usually preceded by a history of chole- 
cystitis, is usually sudden in onset, and is charac- 
terized by the occurrence of chills, sweats, and fever. 
Its intensity varies from time to time and may be 
associated with pain. Courvoisier’s law is of assist- 
ance in differentiating the malignant from other 
types of obstructive jaundice, but loss of weight is 
not of diagnostic significance since it occurs in 
jaundice from any cause. F 

In conclusion Heyd discusses acute appendicitis. 
Two notable features of the condition in children are 
the ease with which the appendix empties itself into 
the cecum and the ease with which perforation oc- 
curs. Asa rule the disease begins in the mucosa, with 
a production of an inflammatory infiltration. Re- 
sulting from this, there is obstruction of the lumen 
of the tube from swelling caused by angulation or 
by spasm at the valve of Gerlach. The disease proc- 
ess is then essentially an empyema of the organs 
which are involved. 
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The symptoms in this initial stage, which lasts 
from twelve to eighteen hours, are those of an irrita- 
tion of the intestinal neuromuscular mechanism, 
pain, nausea, vomiting, and increased abdominal 
sensibility. There is no pain or tenderness in the 
right lower abdomen at this time. Fever and leuco- 
cytosis of moderate degree follow. After this stage, 
the appendix may empty into the cecum, or it may 
perforate, or gangrene may set in. If perforation or 
gangrene occurs, all of the symptoms change. There 
is a localized peritonitis, and with this the pain and 
tenderness become localized. The pain is then con- 
stant rather than colicky, and nausea and vomiting 
are absent until more advanced pathological 
changes make their appearance. 

Harry W. Bacuman, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Blalock, A.: Biliary Tract Disease. J. Am. M. Ass., 
1924, Ixxxiii, 2057. 

This article presents a clinical study of 735 cases 
with a diagnosis of benign disease of the biliary 
tract. The cases are arbitrarily divided into three 
groups, depending on the presence or absence of 
stones and the position of the stones when they were 
present. An analysis was made of the various points 
in the histories, of the condition and treatment of the 
patients while they were in the hospital, and of the 
course of the condition since their discharge. The 
comparison of the end-results of cholecystectomy and 
cholecystostomy is of special interest because about 
the same number of each operation was performed. 

Disease of the biliary tract is more common in the 
white race than in the colored, and in females than 
in males (2:1). Its highest incidence is found in the 
fifth decade of life. Very few of the patients whose 
cases were studied were under 30 years of age. 
Twenty-eight per cent had had typhoid fever; the 
highest incidence of this condition was in the group 
without stones. 

The most common symptom was pain; next in 
frequency was indigestion. The least severe symp- 
toms and those which had been present for the short- 
est period of time were found in the group of cases 
without stones. The incidence of persistent jaundice 
~ highest in the group with stones in the common 

uct. 

Jaundice was present at the time of the physical 
examination in 39 per cent of all cases. Its highest 
incidence (80 per cent) was in the group of cases 
with stones in the common duct. In 38 per cent of 
the cases with stones in the common duct the liver 
was enlarged. A palpable gall bladder was found 
most frequently in the group with stones in the gall 
bladder. Tenderness on abdominal palpation was 
present in 77 per cent of the cases, and muscle spasm 
In 44 per cent. 

An achlorhydria was found in 23 per cent of the 
gastric analyses. Only 13 per cent of the roentgeno- 


grams showed stones. The leucocyte counts were 
surprisingly low. 

The cultures taken at operation were positive in 
58 per cent of the cases; bacillus coli and bacillus 
typhosus predominated. Only 1 per cent of the gall 
bladders removed were diagnosed as normal. 

Adhesions were found in the right upper quadrant 
in 73 per cent of the cases. Twenty-five per cent of 
the patients had other abdominal pathological 
changes in addition to those found in the biliary 
tract; chief among these were appendicitis and pan- 
creatitis. The patients who had a cholecystectomy 
were usually in the hospital for a shorter period of 
time and were in better condition on discharge than 
those who had had drainage of the gall bladder. 

Eleven per cent of the cases required more than 
one operation. In 98 per cent of these the first opera- 
tion consisted of drainage of the gall bladder. The 
interval between the first and second operation was 
less than one year in 56 per cent of the cases and less 
than five years in 86 per cent. 

Of 580 cases, 72 per cent were cured by the opera- 
tion, 11 per cent were benefited, and 6 per cent were 
not benefited. The mortality immediately following 
operation was 9.5 per cent; the highest mortality 
(24 per cent) was in the group with stones in the com- 
mon duct. 

The gall bladder was removed in 49 per cent of all 
cases and drained in 51 per cent. The percentages of 
cases cured and benefited following the two types of 
operations were about the same, but only 39 per cent 
of the deaths followed cholecystectomy, whereas 61 
per cent followed drainage of the gall bladder. 

The points presented in this study seem to justify 
the conclusion that the gall bladder should be re- 
moved in all cases in which it is definitely diseased. 

Howarp A. McKnicut, M.D. 


Demel, R., and Brummelkamp, R.: The Function 
of the Gall Bladder: An Experimental Study 
(Ein Beitrag zur Funktion der Gallenblase: Eine 
tier-experimentelle Studie). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1924, Xxxvii, 515. 


Experiments on forty-two rabbits showed that 
only from one-thirtieth to one-fortieth of the total 
amount of bile passes through the gall bladder. It 
was shown also that there is a purpose in having the 
gall-bladder full. This is indicated by the rare dis- 
covery of an empty gall bladder and the rapidity 
with which the organ is filled after it has been 
emptied. 

The cause of the refilling is the pressure in the bile 
passages. Emptying of the gall bladder leads to 
closure of the papilla of Vater, and the increased 
pressure in the bile passages so produced leads to 
filling. This can be demonstrated by preventing an 
increase in the pressure by keeping the papilla of 
Vater open by artificial means or by dividing the 
choledochus. 

Practically no bile flows from the gall bladder 
through the cystic duct, because the bile is absorbed 
through the wall. 
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From these findings it appears that the gall 
bladder is not a reservoir, but influences the secretion 
of bile according to the changes in its tension. 
Increased pressure within the gall bladder leads to 
dilatation of the papilla of Vater probably through 
stimulation of the vagus and to a decrease in the 
secretion of the liver and vice versa. Shortly after 
the ingestion of food, the gall bladder has the power 
of active contraction, doubtless through the impulse 
of the vagus, and by this means distention of the 
wall, which would check secretion, is prevented. 
When the first stage of digestion is concluded, the 
stimulation of the vagus ceases. The distention of 
the wall of the gall bladder which then sets in leads 
to cessation of the stimulation of the vagus and a 
decrease in the secretion of the liver. JeuN (Z). 


Wilensky, A. O.: An Oblique Transrectus Incision 
for Gall-Bladder Operations. Med. J. & Rec., 


1925, CXXi, 105. 


The author discusses the various incisions used for 
operations on the gall bladder and the biliary pas- 
sages with regard to the following points: (1) the ease 
of execution, including the making and closing of 
the incision, (2) the visibility of the intra-abdominal 
organs, and the ease of intra-abdominal manipula- 
tion, (3) the possibility of enlarging the incision, (4) 
the possibilities of drainage, (5) the likelihood of 
subsequent hernia. 

Incisions that have been used to overcome the 
disadvantages of the ordinary vertical incision are: 
(1) the transverse incision (Duncan, Morison, 
Sprengle); (2) a transverse incision combined with a 
vertical incision (Perthes, Czerny, Koenig-Kehr); 
(3) an oblique incision made directly through the ab- 
dominal wall (Curvoisier, Kocher, Kohrte); and (4) 
a vertical incision combined with an oblique incision 
(Mayo-Robson). The advantages and disadvan- 
tages of each of these are discussed. 

The incision advocated by the author is begun 
about 1 in. below the tip of the ensiform process, 
extended obliquely downward and outward to the 
outer border of the rectus, and carried through all of 
the superficial structures and the anterior sheath of 
the rectus muscle. The fibers of the rectus are 
bluntly separated near the center of the muscle, and 
any fibrous intersection of the muscle are dissected 
free. The fibers of the muscle are retracted and the 
posterior sheath and peritoneum are divided in the 
same plane as the superficial structures. 

This incision gives an excellent exposure of the 
gall bladder, can be enlarged by a vertical incision, 
and is easily closed. Joun A. Wotrer, M.D. 


MISCELLANEOUS 


Deaver, J. B.: The Acute Abdomen. Surg., Gynec. & 
Obst., 1924, XXXix, 744. 

In most cases of acute conditions of the abdomen 
there is a history of a lesion such as chronic appendi- 
citis, peptic ulcer, cholecystitis, pancreatitis, or 
hernia. 


The more common causes will be recognized 
without difficulty if a careful study of the history 
and a well-conducted physical examination are made. 
The presence of acute abdominal pain in a patient 
who has had an abdominal operation should at once 
suggest intestinal obstruction. In the absence of a 
previous operation it should suggest disease of the 
appendix. Incipient pneumonia is another possi- 
bility. 

In the majority of cases an acute condition of the 
abdomen is due to one of the following causes, given 
in decreasing order of their frequency: appendicitis, 
cholecystitis, perforated duodenal or gastric ulcer, 
acute salpingitis, acute intestinal obstruction, rup- 
tured extra-uterine pregnancy, acute pancreatitis, 
acute hematogenous infection of the kidney, twist- 
ing of the pedicle of an ovarian cyst, acute divertic- 
ulitis, mesenteric thrombosis. 

In an acute condition of the abdomen with diffuse 
peritonitis and absence of a suggestive history and 
a localized point for surgical attack it is best to defer 
operation and place the patient at anatomical and 
physiological rest. 

The high mortality of acute conditions of the 
abdomen is due partly to a lack of intimate knowl- 
edge of living surgical pathology, partly to the plac- 
ing of too much reliance on laboratory findings 
which do not always correspond to the clinical 
findings, and partly to hesitancy in the adoption of 
radical measures in the hope that the patient will 
recover under so-called conservative treatment. 
However, in such cases radical treatment is truly 
conservative because it conserves life. The time to 
operate in acute appendicitis depends, not upon the 
blood count, but upon the findings of the physical 
examination. 

Acute diverticulitis of the sigmoid is differentiated 
with difficulty from acute pelvic diverticulitis. Acute 
perforating peptic ulcer, which occurs in from 15 to 
20 per cent of cases of ulcer, is another common cause 
of acute conditions of the abdomen. In cases of 
perforated peptic ulcer there is a sudden onset of 
very acute abdominal pain followed immediately by 
board-like rigidity of the abdominal muscles. Chronic 
peptic ulcer, like acute appendicitis, is the surgeon’s 
province. 

Acute pancreatitis should be thought of in the 
presence of sudden severe abdominal pain referred 
to the epigastrium and followed by syncope and 
shock, persistent vomiting of small amounts of 
biliary material, a subnormal temperature, a rapid 
weak pulse, cyanosis of the face and extremities, and 
swelling and tenderness to pressure in the epl- 
gastrium. 

In the treatment of acute conditions of the abdo- 
men due to trauma with penetration of the abdom- 
inal wall and with or without serious symptoms, it is 
a sound surgical principle first to determine whether 
the peritoneal cavity is involved. This can be done 
only by exploration. 

When there are signs of ruptured tubal pregnancy 
the author always operates at once and rarely has 
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been obliged to give an infusion of salt solution. 
Abdominal protective rigidity with localized tender- 
ness is an unmistakable sign of intra-abdominal 
injury. If, in addition, there is flatness on per- 
cussion, with movable dulness and a rapid pulse and 
other signs of internal bleeding, operation cannot be 
done too soon. The absence of vomiting should not 
lead to the belief that there is no internal injury. 

In exploring a traumatized abdomen, when the 
source of hemorrhage is not apparent, it is good 
practice to examine first the liver and then the 
spleen, stomach, intestines and omentum, and to 
determine whether a retroperitoneal organ has been 
ruptured. 

The liver is injured by trauma more frequently 
than other organs because its tissue lacks elasticity. 
Lacerations of the liver can be sutured without much 
difficulty except on the inferior surface where pack- 
ing is necessary. Rupture of the spleen is best 
treated by splenectomy. J. Frank Doucuty, M.D. 


Kappis, M.: A Contribution on the Origin and 
Treatment of Singultus (Ein Beitrag zur Entste- 
hung und Behandlung des Singultus). Klin. 
Wehnschr., 1924, ili, 1065. 

Singultus is a clonic spasm of the diaphragm by 
which air is drawn back into the lungs. The sound is 
produced in the larynx and throat region. Another 
form of singultus is described by Erb as a clonic 
spasm of the entire respiratory musculature. 

Kappis had the opportunity to treat a patient in 
whom the diaphragm had nothing to do with the 
singultus. The patient, a man 27 years old, had had 


singultus for three years and had been subjected by 
another surgeon to bilateral division of the phrenic 
nerve and later to resection of the phrenic nerve. 
Neither operation had had any effect. Examination 
revealed a clonic bilateral contraction of the neck, 
shoulder, chest, and other respiratory muscles. The 
cause was believed by Kappis to be a brain dis- 
turbance. Against neurosis was the failure of the 
operative treatment and of hydrotherapy, narcotics, 
hypnosis, Kauffmann’s faradization, suggestion, and 
psycho-analysis. An intubation did not give relief and 
was followed by a laryngeal abscess. The singultus 
stopped only while the effect of the novocain 
lasted; 30 c.cm. of a o.5 per cent solution were 
injected into the side of the neck at the level of the 
fifth cervical vertebra. To determine the cause of 
this interruption Kappis then injected the solution 
cutaneously and subcutaneously. He also incised 
the skin, subcutaneous tissue, and muscle, and 
injected it into the vagus and the sympathetic. The 
singultus was stopped only by the injection of the 
fourth left cervical root. Kappis therefore deter- 
mined to remove this root together with the middle 
and inferior cervical ganglia of the left sympathetic. 
In spite of this operation, the singultus recurred 
the following night. It was ultimately stopped by 
vigorous compression of the larynx at the upper part 
of the thyroid cartilage and did not recur for four 
months. 

In the author’s opinion this singultus was of 
psychogenic origin. The manipulation used has been 
described by Koenig as “‘pressure on the cricoid 
applied vertically.” RIEDER (Z). 
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GYNECOLOGY 


UTERUS 


Guilleminet, M., and Michon, L.: The Clinical 
Study and Treatment of the Double Uterus 
With Regard to Ten Unpublished Cases (Etude 
clinique et thérapeutique des utérus doubles: a pro- 
pos de dix observations inédites). Gynéc. et obst., 
1924, X, 145. 


The authors accept the d’Ombredanne and Martin 
classification of double uteri. This is as follows: 

Double uterus: Type 1, separate bodies and cer- 
vices (uterus didelphys); Type 2, separate bodies, 
but united cervices (uterus pseudodidelphys); Type 
3, separate bodies, but one cervix (bicornate uni- 
cervical uterus). 

Bipartite uterus: Type 4, bodies and cervices unit- 
ed (bilocular uterus); Type 5, bodies united and 
cervices fused (bilocular corporeal uterus); Type 6, 
bodies fused and two cervices united (bilocular cervi- 
cal uterus). 

As the double uterus is a malformation, there are 
usually no symptoms. The signs suggesting the 
condition are anomalies of the external genitalia, a 
double vagina, a high vaginal septum, or an anomaly 
of the cervix. The double uterus is usually discovered 
in the course of a gynecological examination made 
to discover the cause of complications. The most 
common complication is hematometra causing ab- 
dominal colic at the time of menstruation. Other 
conditions leading the subject to consult a physician 
are utero-adnexal infections, uterine tumors, and 
pregnancy. 

A radical operation is indicated in all cases in 
which there are extensive pathological lesions such as 
salpingitis, fibromata, and cancer, those in which a 
conservative operation is anatomically impossible, 
and those in which the retained uterus would be of 
no functional value. 

Conservatism should be practised in the cases of 
young women, those who have borne children with 
no complications, and those with double uteri of 
Types 1, 2, «r 3, one of the uteri being found rudi- 
mentary. 

The author reports the end-results in five cases 
not operated upon and twenty-one in which a con- 
servative operation was done. In the twenty-one 
operative cases there were two deaths. In twenty, 
menstruation was conserved and genital life is now 
normal. In eleven cases pregnancy occurred and 
ended either normally or with cesarean section. Two 
of the women have had more than one pregnancy. 
Of the five women who were not operated upon, all 
have had more than one pregnancy with delivery at 
term. 

The author reviews also forty-eight cases reported 
in the literature in which a diagnosis of double uterus 


anda radical or conservative operation was performed 
or the diagnosis was not verified at operation. Ten 
cases which have not been published heretofore are re- 
ported in detail. SALVATORE DI Patma, M.D, 


Donald, A.: The Treatment of Mobile Backward 
Displacement of the Uterus. Brit. M.J., 1924, ii, 
1087. 


In the author’s opinion the pathology of uterine 
displacements is erroneously interpreted, and with 
few exceptions operative procedures are not nec- 
essary for their correction. 

The two theories most generally accepted attri- 
bute retrodisplacement to passive congestion due to 
twisting and obstruction of the veins in the broad 
ligaments, and to endometritis with or without 
inflammation. On this basis the symptoms—back- 
ache, bearing down, menorrhagia, dysmenorrhea, 
sterility, and leucorrhoea—are explained. 

The author raises the following objections to these 
conceptions of the pathology: 

1. If the uterine veins were sufficiently com- 
pressed to cause venous congestion, the entire 
uterus, including the cervix, would be of a blue color. 

2. The arrangement of the circulation in the 
broad ligaments is such as to make it very difficult 
to compress the venous return from the uterus. 

3. In cases of prolapse of the uterus in which the 
veins are stretched to the limit there is no evidence 
of congestion. 

4. In cases in which a retroverted uterus has been 
removed, no dilatation of the veins can be shown on 
microscopic examination. 

5. If the hemorrhage were due to venous obstruc- 
tion, there would be a venous type of oozing. 

With regard to the associated leucorrhcea Donald 
states that the endometritis and metritis to which re- 
trodisplacement is due are primary and result in 
retroversion. The symptoms are caused by the 
uterine changes and disorder of function. The 
retrodisplacement is rarely in itself the cause of the 
symptoms. 

From this line of reasoning, Donald concludes 
that the treatment should usually be curettage, but 
that in a few cases in which there is advanced 
metritis, hysterectomy may be indicated. Pessary 
treatment is indicated as a temporary measure In 
some cases of sterility and of early pregnancy asso- 
ciated with retroversion. In chronic endometritis 
curettage is indicated; suspension operations will not 
effect a cure. In a few cases in which complaint 1s 
made of pelvic discomfort and pain, a suspension 
operation may be necessary, but only after curettage 
has been given a good trial. J 

Follow-up reports on thirty-three cases are given. 

I. Epwarp Bisxxow, M.D. 


380 


GYNECOLOGY 381 


Couvelaire, A.: Results of the Treatment of Chronic 
Cervical Metritis with Filhos’ Caustic (Ré- 
sultats du traitement des métrites cervicales chro- 
niques par les applications de caustique Filhos). Bull. 
Soc. @obst. et de gynec., 1924, xiii, 409. 


Of ro1 cases of endocervicitis treated with Filhos’ 
caustic, ninety-seven were completely cured. In two 
there was a mild reaction which subsided after a few 
days, and in two others a severe reaction necessitat- 
ing hysterectomy. 

From these cases the conclusion is drawn that 
Filhos’ caustic gives as good results as operation. The 
author calls attention to the fact, however, that this 
method of treatment is not devoid of danger and 
sometimes may be painful. The cases selected for 
it must be free from adnexal involvement. 

With regard to the possibility of resulting dystocia, 
Couvelaire cites Guillemin’s statistics. Of twenty- 
seven patients treated with Filhos’ caustic twenty- 
two were delivered subsequently without difficulty. 
In three cases manual dilatation was necessary, and 
in two cases the cervix was incised. Therefore, in- 
cluding the two cases in which incision was required, 
the incidence of dystocia was between 7 and 8 per 
cent. Of five cases of labor which were seen by the 
author following this treatment, the labor occurred 
spontaneously in three and cesarean section followed 
by hysterectomy was necessary in two. 

Of the three women with spontaneous delivery, 
two presented anomalies of dilatation after the pre- 
mature rupture of the membranes. The dystocia 
was a dystocia of the internal os rather than of the 
external os. Of the two cases in which a cesarean 
section was done, both presented cicatricial stenosis 
of the cervix. As all of the women with dystocia were 
multipare, Couvelaire believes that the stenosis 
might have been due partially to previous lacera- 
tions followed by infection. 

He concludes that the results of the treatment of 
endocervicitis with Filhos’ caustic are so good that, 
in spite of occasional complications, he will con- 
tinue to use it. He states, however, that if a patient 
treated by this method becomes pregnant and if, to- 
ward the latter part of pregnancy, the cervix is 
found to be sclerosed and there is premature rupture 
of the membranes, cesarean section is indicated. 

SALVATORE pI Pata, M.D. 


Heyman, J.: Two Cases Illustrating a Detail in the 
Statistics of Cancer Uteri. Acta gynec. Scand., 
1924, ili, 60. 

The patients whose cases are reported were under 
observation for four and a half and two and a half 
years respectively, and during this time exhibited no 
signs of cancer. 

_Both of them were taken acutely ill, the first with 
diarrhoea and fever and the second with diarrhea. 
Although one was cared for at a hospital until her 
death and the other nearly until her death, and al- 
though both were thoroughly examined by qualified 
examiners, the cause of death—cancer—was dis- 
covered only at the postmortem examination. 


In the first case there was a heavy breaking down 
in and beneath the psoas muscle and the microscope 
revealed small foci of cancer in the wall. The second 
case showed similar changes and extensive destruc- 
tion of the pelvis and sacrum. The only other sign of 
cancer was a cancerous gland the size of a bean in 
Case 2. It is emphasized that even after the ab- 
dominal cavity had been opened and the intestines 
had been removed it was impossible to see the focus 
until the parietal peritoneum and the psoas fascia 
had been cut through. 

In an acutely appearing intoxication or infection 
of this kind the impossibility of detecting a growth 
even by the most careful examination is probably 
very unusual in cases in which death results from 
recurrence after operation. On the other hand, simi- 
lar pictures, though more easily interpreted, are not 
so uncommon after X-ray treatment with a primarily 
good result. : 

In the author’s opinion, the cases reported are of 
practical importance because they show how dif- 
ficult the diagnosis may be and how justified is the 
demand that all such fatalities not clinically cleared 
up be classed as fatalities from cancer. 

Rovanp S. Cron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Solomons, B., and Bronté Gatenby, J. W.: Notes on 
the Formation, Structure, and Physiology of 
the Corpus Luteum of Man, the Pig, and the 
Duck-Billed Platypus. J. Obst. & Gynec. Brit. 
Emp., 1924, Xxxi, 580. 

In an examination of the corpora lutea of man, 
the pig, the rat, and the duck-billed platypus the 
authors found that the lutein cells originate pri- 
marily from the membrana granulosa. The theca 
interna cells persist as such until regression sets in. 
Silver impregnation methods failed to reveal any 
evidence of intercellular or intracellular fibers in the 
theca interna cells of man, the pig, or the duck- 
billed platypus. The theca interna cells never ap- 
proached the size of the granulosa cells. 

Clinically the authors found that bovine liquor 
folliculi given by mouth has no effect on the ail- 
ments peculiar to women. On the other hand, corpus 
luteum given by mouth is of value in the treatment 
of scanty or absent menstruation and sterility, and 
sometimes is beneficial in dysmenorrhoea and the 
vomiting of pregnancy. It is of little value in menor- 
rhagia and metrorrhagia. Menopausal symptoms 
are seldom relieved by it. Administered hypodermic- 
ally, it is of great value in checking even severe cases 
of menstrual epilepsy and the vomiting of pregnancy. 

Harry W. Fink, M.D. 


Bailey, K. V.: The Etiology, Classification, and Life 
History of Tumors of the Ovary and Other 
Female Pelvic Organs Containing Aberrant 
Muellerian Elements, with Suggested Nomen- 
clature. J.Obst. & Gynec. Brit. Emp., 1924, xxxi, 539. 

In a certain percentage of women the process of 
menstruation is abnormal since part of the men- 


ned 

Ten 

 re- 

), 

ard 

ii, 

rine 

vith 

1eC- 

tri- 

e to 7 

oad 

out \ 

uck- 

wea, 

om- 

tire 

lor. 

the 

cult 

the 

nce 

een 

1 on 

ruc- 

ald 

re- 

t in 

the 

The 

the 

ides 

but 

iced 

sary 

e in 

ritis 

not 

nt is 

sion 

tage 

ven. 

D. 


382 


strual blood finds its way into the fallopian tubes 
and escapes into the pelvic cavity, carrying with it 
either endometrial epithelium and stroma cells or 
fallopian tube epithelium. The latter elements are 
deposited upon the surfaces of the various pelvic 
organs, and in a certain percentage of cases become 
embedded there, grow into these organs, proliferate 
actively, and menstruate concurrently with the uter- 
ine endometrium. 

Misplaced fallopian tube epithelium reacts def- 
initely to menstruation but to a less degree. In the 
ovary, which is apparently best suited for their 
activity, they eventually produce tumor formations 
and excavated cavities containing the products of 
their menstrual activity. | Harry W. Fink, M.D. 


Sampson, J. A.: Endometrial Carcinoma of the 
Ovary Arising in Endometrial Tissue in That 
Organ. Arch. Surg., 1925, x, 1. 


From clinical and experimental studies, two 
theories have been advanced as to the origin of 
ectopic endometrial tissue. According to one, it is a 
true implantation derived from uterine or tubal 
epithelium escaping through the tube into the peri- 
toneal cavity, while according to the other it is de- 
rived from scattered localized metaplasia of the 
serosal mesothelium or from developmental in- 
clusions of portions of the wolffian body or muelle- 
rian duct. 

From studies made by the author, the implanta- 
tion of true uterine and tubal endometrium into the 
peritoneal cavity by a backflow of the menstrual 
flow is a very common occurrence. The ovary seems 
to be the most fertile soil for these implants. They 
may become implanted also into adjacent structures, 
most commonly the posterior cul-de-sac and the 
posterior surface of the uterus. Endometrial im- 
plants, wherever situated, usually react to men- 
struation, pregnancy, and the menopause, as does 
the mucosa lining the uterine cavity. 

If it can be proved that these endometrial implants 
may become carcinomatous, it would explain many 
of the primary ovarian carcinomata and peritoneal 
carcinomata of obscure origin. If cancer should 
arise in any misplaced endometrium-like tissue, it 
would suggest a true epithelial origin for that tissue. 

The assumption seems warranted that the im- 
plants would be governed by the same natural laws 
as the endometrium of the uterus. 

The evidence indicating that malignant changes 
in endometrial tissue in the ovary may be the source 
of certain ovarian cancers may be summarized thus: 

1. Endometrial tissue in the ovary is of common 
occurrence. It was found in sixty-four of 296 ab- 
dominal operations for pelvic disease. 

2. The implants may become malignant like the 
endometrium of the uterine cavity, and the possi- 
bility of such a change in the former is greater be- 
cause the tissue is misplaced. 

3- One of the most striking features of benign en- 
dometrial ovarian cysts with their associated peri- 
toneal implants is their close resemblance to certain 
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malignant ovarian tumors and their associated peri- 
toneal] implants. 

4. Many adenocarcinomata of the ovary have the 
same histological structure as adenocarcinoma of the 
body of the uterus, namely, endometrial carcinoma. 

5. Malignant ovarian tumors are frequently bi- 
lateral, as are also benign endometrial growths in the 
ovary. 

6. The age incidence of certain types of ovarian 
cancers corresponds to that of cancer of the body of 
the uterus. 

7. In the first case of endometrial tissue in the 
ovary reported there was an adenocarcinoma of the 
opposite ovary. 

8. Ovarian papilloma, which frequently becomes 
cancerous, has been reported arising from the fim- 
briated end of the tube. 

This acquired endometrial tissue in the ovary 
offers the most satisfactory explanation of the fre- 
quency of carcinoma of the ovary as compared with 
carcinoma of the testis, both of which organs have 
a common embryonic origin. 

A very detailed description is given of the gross 
appearance of endometrial implants, and the mi- 
croscopic findings are shown by numerous drawings. 
Seven cases are reported in detail with special at- 
tention to the gross and microscopic findings and 
their interpretation to prove the author’s contention 
as to the true endometrial origin of the implants and 
the development of carcinoma from them. 

This article, which covers seventy-two pages of 
the Archives of Surgery, is illustrated with seventy- 
three plates and drawings, many of which are illus- 
trations in color. I. Epwarp BisxKxow, M.D. 


Zondek, B., and Wolff, E.: The Transplantation of 
Conserved Human Ovaries (Transplantation 
konservierter menschlicher Ovarien). Zentralbl. f. 
Gynaek., 1924, xlviii, 2195. 

The successful results which the author obtained 
in the transplantation of ovarian tissue led him to 
develop a method of conserving entire ovaries for 
transplantation. It is very obvious that this pro- 
cedure is of advantage because the ovarian tissue 
can be examined histologically and bacteriologically 
before its transplantation. 

The ovary obtained at operation is immediately 
placed in a sterile Petri dish and rinsed with cold 
Ringer solution. Small bits of the tissue are excised 
for histological and bacteriological examination and 
the rest is placed in small Petri dishes which are 
fastened together by adhesive plaster and then 
placed in an ice-box at a temperature of —4 degrees 
C. Just before the transplantation the ovary is al- 
lowed to thaw out slowly. 

After several experiments on animals the trans- 
plantation was tried in clinical cases. Healing oc- 
curred without any reaction. In the case of a woman 
39 years old who had suffered fron amenorrhcea for 
eleven years, a menstrual hemorrhage appeared two 
and one-half months after the transplantation. 

NEUMANN |“). 
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Wetterdal, P.: Some Experiences in Cases of Tuber- 
culous Salpingo-Odéphoritis. Acta gyncc. Scand., 
1924, ili, 75. 

Tuberculosis of the adnexa not infrequently re- 
sults in conditions rendering operation necessary to 
save the patient’s life. The author studied fifty-two 
cases of adnexal tuberculosis. In thirty-one (61.5 per 
cent) the ovaries were infected, and in twenty-one 
of these there were ovarian abscesses. 

General peritoneal tuberculosis developed in 
twenty-four cases (46 per cent), but ascites was pres- 
ent in only two. Definite pulmonary tuberculosis 
was found in sixteen cases, and intestinal tubercu- 
losis in seven. 

Adhesions were discovered in all of the cases. In 
fourteen, they were loose and did not cause any dif- 
ficulty at operation. In the remaining thirty-eight 
cases they were firm and very troublesome. Adhe- 
sions play a very important réle in the etiology of 
septic secondary infection. Septic secondary infec- 
tion was present in twenty-one cases, and in eleven 
was associated with intestinal fistula. 

Intestinal fistula were present in nine cases pre- 
vious to operation; four of these patients died. At 
the postmortem examination it was impossible to 
find any signs of intestinal tuberculosis. The five 
patients who recovered have not exhibited any symp- 
toms of intestinal tuberculosis and their recovery 
indicates fairly positively that this complication was 
not present. Accordingly there were nine cases in 
which the tuberculosis of the adnexa has perforated 
the intestine. 

The diagnosis of tuberculosis of the adnexa is very 
difficult. A test scraping of the uterus may cause a 
dangerous aggravation of the inflammation with con- 
comitant peritonitis. 

Tuberculous salpingitis may begin acutely or 
chronically, with slight or severe pain, with or with- 
out any fever, and with or without a discharge. The 
symptoms associated with tuberculosis of the adnexa 
are usually very pronounced, the patient becoming 
— of working and, in most cases, seriously 
ill. 

In almost all of the author’s cases of tuberculous 
salpingitis, and especially in those with secondary 
infection, the general health was permanently im- 
paired. He has had five cases with a simultaneous 
gonococcal and tubercle-bacillus infection. Five of 
the women with salpingitis were unmarried. Three 
were tuberculous. In 41 per cent of the tuberculous 
cases there was an increase in the size of the inflam- 
matory swelling. The size, consistency, and tender- 
ness of the inflammatory swelling cannot lead to a 
sure diagnosis of tuberculosis. 

If the fever due to pelvic disease lasts for more 
than two months, there is good reason to suspect the 
presence of tuberculosis of the adnexa. Alternating 
periods of high and low temperature have been very 
common in cases of tuberculous inflammation of the 
adnexa. 

Hemoglobin values of less than 50 are very sug- 
gestive of a tuberculous process in the adnexa. 


In seven of the cases reviewed a correct diagnosis 
of tuberculosis was made before operation by mi- 
croscopic examination of uterine scrapings or granu- 
lations or by guinea-pig tests with pus obtained by 
colpotomy or ascitic fluid. 

In the twenty-four cases complicated by extensive 
peritoneal, pulmonary, or intestinal tuberculosis the 
prognosis as regards life was unfavorable. Fourteen 
of the patients died of these complications. Of the 
remaining twenty-eight patients with tuberculosis 
of only the genitalia, five died; two of the latter ex- 
hibited a secondary infection. The remaining three 
died from the genital tuberculosis. 

The author generally prefers operative treatment 
when the presence of tuberculosis of the adnexa is 
suspected, but of course only in the absence of con- 
tra-indications such as pronounced pulmonary or in- 
testinal tuberculosis. Conservative treatment with 
the preservation of apparently healthy ovaries and 
uterus is recommended if there have been no symp- 
toms of a diffuse tuberculosis of the uterus. The 
primary mortality is 4 per cent. Thirty-two patients 
were discharged in improved health and thirty are 
healthy and capable of working. 

Rotanp S. Cron, M.D. 


EXTERNAL GENITALIA 


Berger, J.: A Large Wound of the Genital Region 
with Almost Complete Tearing Loose of the 
Vulva; Repair of the Vulva and Vulval Urethra 
by Cystostomy and Retrograde Catheterization 
(Large plaie de la région pubo-vulvaire avec décolle- 
ment presque complet de la vulve; réfection de la 
vulve et de l’urétre vulvaire par cystostomie et 
cathétérisme rétrograde). Bull. et mém. Soc. nat. de 
chir., 1924, 1, 929. 

The author reports the case of a girl 8% years old 
who had received numerous injuries in an accident. 
Of particular interest was an injury of the pubic 
region which bared the insertions of the recti muscles, 
elevated the vulva as a whole and turned it to one 
side, ruptured the urethra about 2 cm. above the 
site of the meatus, and sectioned the left corpus 
cavernosum. 

In the repair of this wound the lower portion of the 
urethra was found easily but the upper end could 
not be recovered directly. The bladder was opened 
and a Pezzer catheter introduced from above to re- 
establish the continuity of the urethra. The vulva 
was then replaced and the wound sutured with cat- 
gut and linen. Filiform drainage was established. 

Recovery was uneventful except for a few points 
of suppuration and sloughing in the fourchette. The 
catheter was removed after six weeks. Since then 
there have been no urinary disturbances. Only a 
simple atresia of the vulva remains. 

In discussing this case Veau stated that strictures 
of the urethra tend to occur less frequently in 
the child after trauma than in the adult. Lavariaud 
reported a similar observation. 

ALBERT F. DeGroat, 
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MISCELLANEOUS 
Dougal, D.: Chronic Backache in Gynecology. 


Lancet, 1924, ccvii, 1220. 


Formerly a woman with backache was treated 
only by the gynecologist. Today large numbers of 
these cases are claimed by the orthopedic surgeon 
and internist. Backache is a very common symptom 
in gynecological practice, occurring in from 20 to 30 
per cent of patients. It is generally confined to the 
lower lumbar and sacral regions. It varies greatly in 
severity and may not be the chief symptom or even 
a prominent one. It may be described as a dragging 
or twisting sensation, a dull aching pain, or a sore- 
ness. The majority of gynecological backaches are 
the result of the fatigue of certain muscles due to 
extra strain placed upon them. Chief of these mus- 
cles are those of the pelvic floor, especially the 
levatores ani. 

The importance of backache in uncomplicated 
retroversion and retroflexion of the uterus has been 
greatly exaggerated as this symptom has been com- 
plained of almost as frequently in cases in which the 
uterus is in a forward position. The conditions most 
commonly associated with backache are genital pro- 
lapse, chronic cervicitis, endometritis, metritis, ad- 
nexal and periuterine inflammation, uterine fibroids, 
adenomyoma, and cancer of the cervix. 

In the author’s cases in which there was a definite 
indication for surgical treatment the backache was 
cured or greatly relieved in over 70 per cent. The 
results were especially good in cases of prolapse 
treated by colporrhaphy. Harry W. Frvx, M.D. 


Lenormant, C., and Leibovici, R.: Ureterovaginal 
Fistula Following Hysterectomy (Les fistules 
urétéro-vaginales consécutives 4 l’hystérectomie). 
Gynéc. et obst., 1924, X, 251. 

The most important factors contributing to the 
formation of a fistula between a ureter and the va- 
gina following a hysterectomy are the pathological 
changes encountered in the operation. The ureicr is 
exposed to operative trauma because of its proximity 
to the disease or because of changed anatomical re- 
lationships. 

Another factor in the etiology of ureterovaginal 
fistule is the operative technique employed. The 
authors have attempted to determine the relation of 
fistula to the three types of hysterectomy—the Wert- 
heim, the vaginal, and the usual abdominal type. 

Wertheim’s operation for cancer of the cervix is 
followed by a ureterovaginal fistula in 6 per cent of 
the cases. The causes are operative injury and post- 
operative necrosis; these are of about equal impor- 
tance. 

Operative injury occurs in the dissection of the 
ureter from the broad ligament, a step which is 
anatomically feasible because the ureter has a con- 
nective tissue sheath of its own and is seldom in- 
vaded directly by a neoplasm. When the ureter is 
surrounded by inflammatory or neoplastic tissue it 
may be injured accidently or purposely resected. 


A fistula from postoperative necrosis makes its 
appearance between the seventh and the eleventh 
days. The necrosis is seldom the result of inter- 
ference with the blood supply from too great de- 
nudation of the ureter; usually it is due to infection. 
It has been shown experimentally that the ureter can 
be dissected free in nearly its entire extent without 
ill effects, but that infection of the subperitoneal 
tissues always accompanies a Wertheim operation. 
In thirty-three of forty-four cases Weibel observed 
the evacuation of a purulent collection immediately 
preceding the establishment of the fistula. 

In some cases drains placed in contact with the 
ureter cause necrosis. This has been confirmed 
clinically and experimentally. In their efforts to pre- 
vent this complication, surgeons have often failed to 
drain the bases of the broad ligaments adequately 
and after closure of the peritoneum have left a cavity 
not directly connected with the vagina. In this cay- 
ity the ureters are soon found in the midst of a sup- 
purative infection. A Mikulicz drain would prob- 
ably serve best. 

The frequency of fistula after ordinary abdominal 
hysterectomy is difficult to determine because of the 
lack of statistics. In 668 of the authors’ cases there 
were five fistulz, an incidence of 0.75 per cent. The 
causes were operative trauma and necrosis. Ne- 
crosis is produced by a forceps or ligature placed on 
the ureter. 

The steps in a hysterectomy most dangerous to the 
ureter are the enucleation of intraligamentary tu- 
mors and the ligation of the second uterine artery 
in the “American method” (continuous transverse 
incision). The standard procedure for enucleation of 
tumors from below upward is especially dangerous 
to the ureter. It is much safer to identify the ureter 
above the tumor and then dissect downward. 

Strangely, fistule rarely follow the removal of 
adherent tubes. 

During the ligation of the second uterine artery 
after section of the cervix in hysterectomy performed 
by continuous transverse incision the ureter is ex- 
posed to injury where it is crossed by the artery. 
This is true also of other operations based on the 
same principle. 

In the standard method of performing hysterec- 
tomy the upward traction on the uterus displaces the 
crossing of the ureter and artery laterally and elon- 
gates the distal segment of the artery. This displace- 
ment and elongation are increased further by the 
dissection of the vesicovaginal flap of peritoneum. A 
hemostat placed horizontally is then well out of the 
vicinity of the ureter. 

For total hysterectomy Gosset’s method is equally 
safe. The clamps are placed vertically along the cer- 
vix down to the lateral fornices of the vagina. The 
uterine artery and its vaginal branch are therefore 
included, and if the separation of the bladder has 
been extended well to either side, the ureter is not 
endangered. 

There is seldom any reason why a wound of the 
ureter should be overlooked, but unless the operation 
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is aseptic, the repair of such an injury is almost cer- 
tain to fail. Some degree of infection always follows 
a total hysterectomy. 

As vaginal hysterectomy is being less generally 
used, its relation to ureterovaginal fistula is becom- 
ing of less importance. However, statistics show that 
this operation is no more dangerous to the ureter 
than the others. 

The site of the fistula is the scar in the vault of the 
vagina, usually to one side or the other. 

The tract is generally short and passes through 
progressively contracting connective tissue. If the 
fistula follows a Wertheim operation, the location of 
the ureteral end is close to the bladder, while if it 
follows the enucleation of a tumor of the broad liga- 
ment, the end of the ureter is at a higher level. This 
is of importance in the subsequent repair when a se- 
lection must be made between re-implantation of the 
ureter and ureterorraphy. 

Fistula may be partial (a lateral wound in the 
ureter), or complete (all of the urine being diverted 
into the vagina). 

The evolution of all fistulz is characterized by the 
tendency toward narrowing of the ureter and the 
conditions to which this leads—hydro-ureter, hydro- 
nephrosis, atrophy of the kidney, pyonephrosis, etc. 
While many fistula heal spontaneously, this nearly 
always occurs at the expense of functional loss of the 
kidney. 

The immediate treatment of a wound of the ureter, 
when feasible, is re-implantation or ureterorraphy, 
but the ultimate results of these methods are not 
encouraging. A stricture usually develops, and even 
when the ureter can be kept permeable by dilata- 
tion, the kidney suffers considerable damage, may 
cease to function entirely, or may require removal 
because of infection. When conditions contra-indi- 
cate attempts at repair, ligation and torsion of the 
ureter offers the best solution of the problem. 

Nephrectomy may be indicated at any stage in the 
history of a fistula. When the other kidney is intact 
it is always a certain method of cure. 

If the opposite kidney is impaired and it is neces- 
sary to conserve as much renal tissue as possible, a 
permanent nephrostomy is indicated. 

The authors report four cases of injury to the ure- 
ter and four of postoperative fistula. 

ALBERT F. DeGroat, M.D. 


Peyser, F.: The Choice of Anesthetic Procedure in 
Gynecological Operations (Die Wahl des Betaeu- 
bungsverfahrens bei gynaekologischen Operationen). 
Arch. f. Gynaek., 1924, Cxxii, 1. 


It is remarkable that; with regard to the choice of 
anesthetic procedure, there is much more agreement 
among surgeons than among gynecologists. This is 
remarkable especially because operating in different 
parts of the body and often on unprepared patients 
makes the work of the surgeon much more compli- 
cated than that of the gynecologist. 

Women are easier to anesthetize than men, but 
their nervousness is a disturbing factor which limits 


the use of local anesthesia. Seventy-five per cent of 
all of the sequele of lumbar anesthesia follow 
operations on women. 

Urgent operations are comparatively rare in gyne- 
cology. The duration of many of the extensive 
gynecological operations is longer than _three- 
quarters of an hour. Therefore it is generally nec- 
essary to supplement lumbar anesthesia by general 
anesthesia. Gynecological laparotomies require a 
very deep anesthesia, and this also speaks against 
the use of local methods. Lumbar anesthesia does 
not allow sufficient elevation of the pelvis, and para- 
vertebral anesthesia is uncertain and troublesome. 

In vaginal operations the inhalation anesthesia 
may be very superficial; as a rule lumbar anesthesia 
is sufficient. Active peristalsis of the intestines may 
be prevented with opium, but when this is done the 
incidence of intestinal atony increases. 

Infiltration anesthesia is not always as ideal as 
Zimmermann would have us believe. 

Parasacral anesthesia deserves more consideration 
than has been given it to date. 

Sacral anesthesia is credited with many failures 
and its effect takes too long to appear. 

For the Alexander-Adams operation a not-too- 
deep ether anesthesia is indicated. 

Only parasacral and paravertebral anesthesia 
have caused no fatalities up to the present time. 

A definite conclusion as to whether postoperative 
pulmonary affections and emboli depend upon the 
method of inducing anesthesia is still impossible. 
Untoward results are usually attributed to spinal 
anesthesia; the headaches are sometimes very 
severe. 

With regard to the choice of anesthetic procedure, 
the Goettingen Gynecological Clinic now maintains 
that in most cases ether anesthesia should be pre- 
ceded by a preliminary dose of morphine. Only on 
the strictest contra-indication does it deviate from 
this procedure. When this rule is not followed, a 
chloroform or mixed anesthesia, local anesthesia, or 
sacral, lumbar, or parasacral anesthesia is induced. 

The contra-indications to the use of ether are so 
few that ether anesthesia was induced in all but 2.4 
per cent of the cases. Severe renal diseases and 
metabolic disturbances (diabetes), and the most 
severe anemias are not contra-indications. If acci- 
dents occur in the use of “‘exceptional procedures” 
(such, for example, as lumbar anesthesia) they 
cannot be attributed to the method of inducing 
anesthesia because the indication for the use of this 
method was the severity of the patient’s condition 

Of 1,267 major gynecological operations, 97.6 per 
cent were performed under anesthesia induced with 
225 gm. of ether, nine were performed under ether- 
chloroform mixed anesthesia, three under chloro- 
form anesthesia, nine under sacral anesthesia, five 
under local anesthesia, four under lumbar anes- 
thesia, and two under parasacral anesthesia. 
Twenty-four patients died, the mortality being 
therefore 1.9 per cent. No fatality was due to the 
anesthesia. (G). 
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Lemon, W. S., and Mahle, A. E.: Ectopic Adenomy- 
oma; Postoperative Invasions of the Abdominal 
Wall. Arch. Surg., 1925, x, 150. 

So many adenomyomata occupying unusual loca- 
tions beyond the uterus have been reported that 
their presence in extra-uterine tissues is no longer 
considered remarkable. Such tumors have been dis- 
covered in the uterine adnexa, in the ligaments sup- 
porting the uterus, and in the tissue separating the 
generative organs from contiguous structures. Be- 
sides adenomyomatous tumors in these adjacent 
structures, others are found in tissue as far removed 
as the intestinal tract, the gall bladder, and the 
kidney. While it is true that there are certain dis- 
tinguishing characteristics between the latter tu- 
mors and those of the uterus, especially with regard to 
the character of the epithelium they contain, no such 
distinction can be found in the tumors involving the 
abdominal wall that are described in this report. 
The latter, however, are of rare occurrence and con- 
sequently no considerable number have been re- 
ported. The authors have observed nine patients 
who developed such tumors of the abdominal wall 
following various operations on the pelvic organs. 

The gross characteristics of adenomyomata of the 
abdominal wall are as clear cut as those of the wall 
of the uterus. The largest in the series measured 6 by 
4 by 4cm. These growths are very firm and are 
similar in consistency to uterine fibromyomata. The 
skin and the scar from the previous operation may 
be dimpled from the invasion of the tumor lying be- 
neath the epithelium, and here and there are small 
dark blue or black areas immediately beneath the 
surface of the skin in the substance of the tumor, due 
to the cyst-like spaces. In one of the cases there was 
associated tuberculosis. 

The gland spaces are fewer than in typical adeno- 
myomata of the wall of the uterus. Some of these 
spaces are not surrounded by the cellular stroma 
typical in uterine endometrium, but lie on the fibrous 
stroma. In this respect they resemble closely the 
adenomyomata found in the fallopian tubes, recto- 
vaginal septum, and wall of the rectosigmoid. 

In none of the cases in which adenomatous masses 
in the abdominal wall were attached to the fundus of 
the uterus were the authors able to find adenomyoma 
in the uterine wall or to trace adenomyoma by serial 
sections from the uterine endometrium through the 
uterine musculature out into the adenomyoma of the 
abdominal wall. It is difficult definitely to outline 
the adenomyoma from the fundus of the uterus be- 
cause the scar tissue appears to extend into the fun- 
dus as the result of suturing through the fundus at the 
time of its fixation to the abdominal wall. Sections 
through this fibrous bridge showed only scarring of 
the musculature and no glandular tissue. 

Clinically these growths are influenced sympathet- 
ically by the menstrual flow; they increase in size 
during the period and decrease with its cessation. 
Normal as well as adenomatous epithelioma, regard- 
less of location, shares this function, which is pos- 
sessed by no other mucous membrane in the body. 


In Williams’ case of pregnancy, the stroma of the 
adenomyomatous islands had been converted into 
typical decidua. 

In the twenty-three cases reported by Mahle. five 
tumors were associated with acute salpingitis, six 
with tuberculous salpingitis, one with hematosal- 
pinx, one with hydrosalpinx, one with ectopic preg- 
nancy, and one with papillary carcinoma of the 
ovary. One of the patients with acute salpingitis had 
been treated for gonorrhceal infection six years be- 
fore. It would seem therefore that the conditions 
found in inflammatory tissue are ideal for the de- 
velopment of adenomyomatous structures. Such a 
tissue reaction follows surgical incision of the ab- 
dominal wall. Hyperemia occurs as a result of 
trauma to the muscle. For adenomatous growth it 
is then necessary only for the peculiarly specialized 
mucosal epithelium to reach the affected part; it is 
not necessary for the uterus or the tubes to contain 
adenomyomatous tissue. Judd believes that normal 
mucosal epithelium may be transplanted during an 
operation when the needle and suture are drawn 
through the uterine structures and thence through 
the abdominal musculature. If this is true, the epi- 
thelium is placed advantageously for growth. 

This seems to be a better explanation than that 
in cases of adenomyoma arising in ventral fixation, 
the gland inclusions are of peritoneal derivation while 
the muscle found in the growths is the result of in- 
flamed germ tissue, as suggested by Opitz. Lockyecar 
sums up by saying, “‘ The basis of an adenomyoma is 
the epithelial hypertrophy or invasion. The myom- 
atous constituent is there because the epithelial 
infiltration has taken place in a structure containing 
muscle. Muscular tissue is not essential to the proc- 
ess. Epithelium will infiltrate any soft tissue during 
the process of repair under certain conditions. This 
process of repair runs riot and a branching glandular 
growth is produced; if muscle is the matrix in which 
this takes place the result isan adenomyoma.”’ There 
is nothing in this explanation that conflicts with the 
opinion of the authors relative to the causation of 
adenomyomata of the abdominal wall. 


Miller, J.: A Case of Malignant Hydatidiform Mole 
with Pulmonary Metastases. Edinburgh M. J., 
1924, n.s. xxxi, Tr. Edinburgh Obst. Soc., 217. 


Miller reports a case of malignant hydatidiform 
mole with pulmonary metastases in an unmarried 
girl, 18 vears of age, who came to the hospital 
October 11, 1923, complaining of vomiting of three 
weeks’ duration, the food returning immediately 
after its ingestion. There was no pain or discomfort 
in the region of the stomach. The menstrual perio«s 
were regular. The patient’s previous health had 
been good and her family history was negative. 

Pregnancy was suspected as pigmentation was 
present about the nipples and the patient did not 
deny its possibility, but as the menstrual history 
was against this diagnosis no vaginal examination 
was made. The patient was discharged on November 
13 somewhat benefited by rest and dieting. 
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Qn December 6 she was re-admitted with a history 
of almost continuous vaginal bleeding after she left 
the hospital. A severe hemorrhage occurred on the 
date of her re-admission. On December 8 a large 
clot was expelled. The temperature was 100.4 
degrees F., the pulse 152, and the respiration 34. 
When the patient was examined the bleeding very 
suddenly became uncontrollable and death occurred 
in a few minutes. 

At autopsy both lungs showed a number of 
nodules the size of a pea which contained fluid and 
clotted blood. A small hemorrhagic growth pro- 
truded into the posterior bladder wall. The uterus 
was enlarged, extending to the umbilicus and meas- 
uring 6 in. from cervix to fundus. Its walls were 
relatively thin. Its contents were typical hydatid 
clusters mixed with blood clots. The vaginal wall 
was invaded by a mass the size of a hen’s egg, which 
communicated with the growth in the bladder wall. 

Death was therefore due to hemorrhage from a 
growth in the vagina which infiltrated the bladder 
and metastasized to the lungs. The mass in the 
uterus was regarded as a necrotic mole. No fetus 
was found. Microscopic examination corroborated 
the diagnosis and showed Langhans cells, syncytial 
elements, and chorionic villi. The nodules in the 
lung showed definite chorionic villi with a myxo- 
matous connective-tissue core. 

In a search of the literature the author was able 
to find only one case similar to this. 

Harry W. Fink, M.D. 


Gynecological X-ray Carcinoma (Das 
Strahlen- 


Vogt, E.: 
gynaekologische Roentgen-carcinom). 
therapie, 1924, xvii, 231. 

The term “gynecological X-ray carcinoma” is 
applied by the author to carcinoma of the skin and 
abdominal organs appearing after irradiation and 
apparently caused by it. 

‘The cases reported in the literature and a series of 
cases from the Tuebingen Clinic are discussed criti- 
cally. These include two carcinomata of the skin 
following superficial and deep irradiation respective- 
ly, six of the ovary, nineteen of the uterus, and two 
of the breast (bilateral). Of these, only three can be 
regarded as true X-ray carcinomata, viz., the 
tumors in the Bumm, Halberstaedter, and Depen- 
thal-Frangenheim cases. 

In Bumm’s case there was a carcinoma of the 
vulva following X-ray treatment for pruritis vulve. 
In Halberstaedter’s case, that of a 53-year-old 
woman, the carcinoma developed in the skin of the 
abdomen ten years after the patient was given 
seventy-eight X-ray treatments through the abdo- 
men for hemorrhage. It appeared at a point in the 
irradiated area which had been subjected to a con- 
tinuous pressure. 

These two tumors can be regarded as true X-ray 
carcinomata only conditionally as in Bumm’s case 
the skin had suffered primary inflammatory changes 
from the pruritis and setondary infectious changes 
from scratching, and in Halberstaedter’s case con- 
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tinuous pressure had been added to the effect of the 
rays. 

The Depenthal-Frangenheim case was that of a 
nurse in the X-ray department of a hospital. The 
patient first developed multiple carcinomata of both 
hands. Amputation of the left hand was followed by 
successive amputations of the forearm and arm. 
Seven years later carcinoma appeared in both 
breasts. 

In the cases of ovarian and uterine carcinomata 
there was no certain indication that the X-ray was 
responsible for the tumors. It is possible that the 
tumor formation was favored by the change in the 
internal secretion consequent on the loss of ovarian 
function. 

The previous indications for X-ray treatment of 
myomata and hemorrhages of benign origin are 
upheld. That the X-ray can cause not only epithe- 
lial but also mesodermal malignant neoplasms, is 
indicated by the occurrence of X-ray sarcoma, lupus 
sarcoma, and both sarcoma and carcinoma after 
irradiation, and by the growth of irradiated myoma- 
ta. Their action is therefore omnicellular. Through 
a change in the entire organism, irradiation creates 
a disposition toward tumor formation which is of as 
great importance for the occurrence of carcinoma as 
is the stimulation responsible for the specific injury. 

BRUENNER (G). 


Mossé, S., and Doubrére: Early Postoperative Ob- 
struction in Gynecology (L’occlusion post-opéra- 
toire précoce en gynécologie). Gynéc. et obst., 1924, x, 
182. 


Of 1,426 operations performed for gynecological 
conditions at the Broca Hospital in the period from 
January, 1919, to May, 1923, six were followed by 
early postoperative obstruction of the intestines. 
These cases, which were verified by subsequent 
laparotomy, are reported in detail. The condition 
occurred twice in 530 cases of subtotal abdominal 
hysterectomy for salpingitis, once in twenty cases 
of total hysterectomy for fibromata, once in eighty- 
four cases of Wertheim hysterectomy, once in 102 
cases of laparotomy for adnexitis or cysts, and once 
in 121 cases of suspension of the round ligaments. 

The cause may be any utero-adnexal operation but 
from the cases reviewed it appears that total hyster- 
ectomy is followed by the complication more fre- 
quently than any other gynecological interven- 
tion. 

The obstruction may be entirely mechanical or 
due to infection. In the cases reviewed there was 
only one case of purely mechanical obstruction. In 
this instance the small intestine became strangulated 
by the opening formed by the suspension of the round 
ligaments. In intestinal obstruction caused by in- 


fection, a loop of small intestine becomes adherent 
to an infected area and in this manner a knuckle with 
an afferent loop is formed. The gases accumulating 
in one of these loops presses it against the other, 
closing the latter. This condition was found in five 
of the six cases reviewed. 
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Postoperative parietal infections and secondary 
hemorrhage from infection are distinguished from 
obstruction by the presence in the former of pain, a 
high temperature, and a rapid pulse, and the ab- 
sence of painful crises, repeated vomiting, and con- 
stipation. 

The diagnosis between postoperative paralytic 
ileus and postoperative intestinal obstruction does 
not present great difficulty. In ileus the phenomena 
of infection predominate, while in postoperative ob- 
struction the symptoms of occlusion (vomiting and 
constipation) are those which attract most atten- 
tion. 

If the temperature is high (39 or 40 degrees C.), 
the pulse rapid, the face pinched, the tongue dry, 
and the abdomen tense, painful, and distended; if 
there is no visible intestinal contraction accompanied 
by painful crises; and if gas passes, the condition is 
probably an acute infection with a generalized peri- 
tonitis and paralytic ileus. On the other hand, if 
vomiting is repeated and painful and there is a sud- 
den stoppage of gas and feces with painful abdomi- 
nal crises, fever, a somewhat rapid but full pulse, less 
marked distention, and no change in the facies, the 


condition is probably a postoperative obstruction 
with subacute peritoneal irritation. 

It is very difficult to localize the site of the occlu- 
sion, to determine whether it is in the small or large 
intestine, in the pelvis, or in the general abdominal 
cavity. 

In all of the cases reviewed the occlusion was in the 
small intestine, and with one exception was at the 
site of the operation. 

The prognosis is good if the obstruction is relieved 
early. In the cases reviewed there was one death. 
The treatment consisted in relief of the obstruction 
and measures to combat the peritoneal infection. All 
of the cases were operated upon under spinal anzs- 
thesia induced with stovaine. In only one case was 
it necessary to use ethyl chloride. The patient was 
placed in a semi-Trendelenburg position. To pre- 
vent postoperative infection the intestines were 
washed with ether and dried and a Mickulicz drain 
was inserted. Postoperative shock was relieved in 
the usual manner. The gauze from the Mickulicz 
drain was removed after from three to six days, and 
the drain itself after from six to nine days. 

SALVATORE DI Pacma, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Harding, V. J., Allin, K. D., and Van Wyck, H. B.: 
The Non-Protein Nitrogen and Uric Acid Values 
in the Blood in Pregnancy. J. Obst. & Gynec. 
brit. Emp., 1924, xxxi, 595. 

Determination of the non-protein nitrogen and uric 
acid values in the blood of pregnant women was for- 
merly thought to be of very great prognostic value, 
but according to the authors of this article they are of 
little significance per se. The authors determined the 
average values in normal pregnancy, in the toxemias 
of later pregnancy, and in the case of one woman 
from the fourth month of pregnancy to labor, under 
controlled conditions of diet. 

The findings indicate that as far as the non-pro- 
tein nitrogen is concerned, pregnancy is barely dis- 
tinguishable from the non-pregnant state. Just be- 
fore labor begins there is a slight rise in the values. 

The uric acid values rise progressively throughout 
pregnancy. 

In the “‘toxemias of pregnancy” the values are 
practically the same, except that there may be a 
very slight rise in the uric acid values. 

Harvey B. Matruews, M.D. 


Burgess, H. C.: A Clinical Consideration of the Con- 
tracted Pelvis. Am. J. Obst. & Gynec., 1924, viii, 
739- 

Privileged to attend for a number of years the 
routine work of a teaching maternity hospital, the 
author was greatly impressed by the importance of 
the contracted pelvis. From the emergency cases 
that enter the hospital, the conclusion may be drawn 
that the death of the fetus and the injury to the 
maternal soft parts in cases of contracted pelvis are 
due, not so much to an operation poorly performed, 
as to a poor selection of a method of delivery. 

In the author’s opinion the classification of the 
types of pelvis which is used at the present time is so 
complex that it is rarely, if ever, grasped by the 
student during his college course and is never re- 
tained by the practitioner as a working basis. 

Burgess would simplify the classification to: (1) 
generally contracted pelvis; (2) masculine pelvis; (3) 
rachitic pelvis; and (4) deformed pelvis caused by 
hip disease, spinal disease, or tumors of the pelvic 
bones. He believes that from a clinical point of view a 
definite advance would be made if it were generally 
recognized that there are few differences between the 
gencrally contracted and justo minor pelvis, that a 
flat pelvis is always a rachitic pelvis, and that the 
funnel pelvis is closely related to the masculine type. 
As for the next quarter of a century at least, the 
great majority of obstetrical cases in the United 
States will be attended by the general practitioner, 


better work would be done if general practitioners 
were shown that a simple classification will meet 
their requirements. 

A review of 2,000 cases at the Montreal Maternity 
Hospital shows that in 1,881 cases in which the con- 
jugata vera was 10.5 cm. or over, delivery was spon- 
taneous, while in one in every three of those in which 
the conjugata vera was between 8.5 and 7.5 cm. 
surgical interference was necessary. 

Of 18,670 deliveries in the period from 1906 to 
1923, 1,935 were those of women with a contracted 
pelvis. In 1,462 (75.5 per cent) of the latter, de- 
livery was spontaneous, while in 473 (24.5 per cent) 
some operative procedure was required. In the 186 
cases in which delivery was effected by forceps, 
there were two maternal deaths (one due to cardiac 
failure and one to sepsis) and thirty-one infantile 
deaths. Version and extraction were done in sixty- 
eight cases, with one maternal death from hemor- 
rhage and twenty-one infantile deaths. Czsarean 
section was done in 117 cases, with five maternal and 
seven infantile deaths. Three of the maternal 
deaths were due to sepsis, one to cardiac failure, and 
one to sarcoma. 

In seventy cases in which labor was induced there 
were no maternal deaths. The infantile mortality in 
this group was 15.6 per cent. 

Epwarp L. Cornett, M.D. 


Litzenberg, J. C.: Unruptured Interstitial Preg- 
nancy, with an Anatomical and Histological 
Report of an Early Case. Am. J. Obst. & Gynec., 
1925, ix, 22. 

The specimen described was the body of the uterus 
containing an interstitial pregnancy in the fundus 
and left cornu. It demonstrated the usual behavior 
of an early interstitial pregnancy in which one horn 
of the uterus presents a hemispherical elevation at- 
tached by a broad base and pointing upward, out- 
ward, and backward. The direction of growth is 
accounted for by the normal course of the inter- 
stitial tube. The round ligament was seen arising 
mesially to the tumor. This is a valuable point in the 
differential diagnosis between interstitial and rudi- 
mentary horn pregnancy in which the round liga- 
ment is lateral to the tumor. From the tumor of the 
interstitial pregnancy the free portion of the fallo- 
pian tube comes off a little below its summit, forced 
to this elevation principally by the mass of hamor- 
rhage within the ovum capsule and possibly also by 
the growth of the ovum. With the microscope the 
author found that the tube was torn asunder. 

The uterine wall ranged in thickness on the preg- 
nant side from 1.99 to 2.5 cm. and on the non-preg- 
nant side from 1.2 to 2 cm. The average thickness 
of the muscular wall on the pregnant side was 2.22 
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cm. The proximal portion of the intramural tube on 
the pregnant side occupied relatively the same po- 
sition in the uterine wall as the opposite tube. The 
non-pregnant interstitial tube measured 1.5 mm. at 
the uterine ostium and 4 mm. at the “‘angle.” It 
then gradually increased in size as it approached 
the isthmus tube. At the uterine ostium it measured 
the same as the opposite tube (1.5 mm.) and re- 
mained unchanged until it reached a point just below 
the ovum capsule, where it suddenly enlarged to 3 
mm. As there were several villi in this dilated por- 
tion, the tube was undoubtedly dilated by the grow- 
ing ovum before the rupture. Immediately above 
this point it suddenly disappeared, but after a pro- 
longed search through many slides its torn end was 
found. The normal tube ending in the dilated torn 
portion had the appearance of a tiny funnel. 

The ovum cavity lay entirely within the muscula- 
ture of the uterus, and the fibers over the tumor were 
greatly stretched and thinned. The ovum capsule 
measured 8 mm. in thickness at the ovum bed or the 
base of the tumor and 0.75 mm. at the summit of 
the tumor. The ovum cavity itself measured 2.3 cm. 
in diameter and was filled with blood surrounding 
the ruptured and distorted ovum vesicle. Scattered 
throughout the clotted blood were numerous de- 
tached villi. Villi were seen also in contact with the 
ovum capsule; in some areas they had eroded their 
way into the capsule and blood vessel walls. Almost 
the entire cavity was lined with syncytial and Lang- 
hans cells. These were also found in the muscular 
layer, expecially the intramuscular connective tissue, 
and in the vessel walls. The endometrium varied in 
thickness from 5 mm. near the internal os to 9.5 mm. 
in the fundal region. In general appearance it was a 
perfect counterpart of normal uterine decidua ex- 
cept that in places it was hemorrhagic and some of 
the cellular elements, particularly in the glands, 
were in a state of regression. The epithelium of the 
glands was still present but seemed to be markedly 
degenerated, both grossly and microscopically. The 
author was unable to find either undoubted decidual 
islands or even decidual cells anywhere within the 
ovum sac. 

The ovum vesicle was distorted, irregular, and 
torn, possibly as the result of the pressure of the 
enormous hemorrhage. The most careful and pro- 
longed search revealed no evidence of an embryo. 
Scattered throughout the blood in the ovum capsule 
numerous broken villi could be seen. Some of them 
were a part of the vesicle or in its immediate neigh- 
borhood, some were entirely disconnected, some 
were in contact with the ovum capsule or partially 
buried in its wall, and others were in the act of erod- 
ing vessels. The wall of the ovum capsule was lined 
almost over its entire inner surface with the tropho- 
blastic cells. The content of the ovum capsule was 
chiefly clotted blood. This bleeding came from the 
large vessels at the cornu of the uterus. The author 
found bieeding also in the pregnant proximal portion 
of the pregnant interstitial tube and in the opposite 

non-pregnant intramural tube. The bleeding origi- 


nated in the tube itself, probably as the result of a 
regressive process. 

As the uterus was removed twelve days after the 
date of the expected but skipped menstruation, the 
age of the ovum was probably less than three weeks, 

Epwarp L, Cornett, M.D. 


Levy, W. E.: Interstitial Pregnancy, with the Report 
of an Unruptured Case. Am. J. Obst. & Gynec., 
1925, 1X, 93. 

The patient whose case is reported was a woman 
27 years old who had been married about five 
months. She reported that on April 16, 1924, she 
experienced an attack of cramp-like pain in the lower 
part of the abdomen, which was more intense on the 
right side than on the left. Her menstrual period 
which was due on February 9 was missed. Ten days 
later she menstruated for one day only, and with 
some pain, and every three or four days thereafter 
she lost blood for a day at a time. After the attack 
of severe pain there was a daily loss of blood, and 
several days before the pain she became nauseated 
and vomited. The pain was not severe enough to 
cause faintness. 

At operation, the uterus was found smaller than 
it is normally at the time of pregnancy calculated 
from the menstrual history. The right cornu was 
ballooned out to about the size of a small orange. 
The mass was of a purple color. The round ligament 
was inferior to, and in front of, the mass. The tube 
and ovary on this side were normal. 

The mass was resected without rupture. The 
specimen was an irregular oval mass measuring 6% 
cm. in length, 5% cm. at its widest portion, and 4% 
cm. in thickness. The fetus measured 31% cm. in 
length. The cavity of the cornual portion of the 
uterus was filled up with placental tissue. The mu- 
cosa was thickened and deeply congested, but in- 
tact. The walls of the cornual portion of the uterus 
were increased in thickness and hypertrophied, but 
did not show an increased amount of blood. 

The microscopic study of the sections from the 
uterine wall revealed hypertrophy of the muscularis 
and oedema and congestion of the blood vessels. The 
mucosa was thickened, presenting the hypertrophy 
associated with pregnancy, and its upper surface 
was converted into decidua. The attached portion 
of the placenta presented a normal picture. The 
sections through the attached portion of the fallopian 
tube showed hypertrophy of the wall, flattening out 
of the mucous processes, and increased congestion. 
No decidual cell formation was found. 

Epwarp L, Cornett, M.D. 


Gaifami, P.: Omental Adhesions Suggesting Re- 
current Extra-Uterine Pregnancy (Recidiva di 
gravidanza extra-uterina mentita da aderenze omen- 
tali). Clin. ostet., 1924, xxvi, 436. 


A young woman who had been operated upon 
for extra-uterine pregnancy with hemoperitoncum 
showed several months later the signs of a new preg- 
nancy. The severity and nature of these signs 
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suggested that this pregnancy also was extra- 
uterine. 

At operation a uterine pregnancy was found. The 
uterus was enlarged chiefly toward the right side. On 
the leit side there was an extensive and tenacious 
adhesion of the omentum to the scar from the pre- 
vious operation. After liberation of the adhesions the 
abdomen was closed. The pain and vomiting ceased 
immediately, and the pregnancy proceeded normally 
to spontaneous delivery at term. W. A. BRENNAN. 


Schreiber, H.: Simultaneous Pregnancy in Both 
Tubes (Gleichzeitige Schwangerschaft beider Tuben) 
Zentralbl. f. Gynack., 1924, xlviii, 2224. 

The case reported was that of a 33-year old woman 
who was admitted to the hospital with a diagnosis of 
tubal pregnancy. At operation, the uterus was found 
to be the size of a fist and soft. The left tube ap- 
peared as a bluish-red discolored mass the size of a 
walnut. The left ovary was the size of a small apple 
and contained a corpus luteum. The right tube 
appeared tortuous and reddened and showed nodular 
thickening and severe hemorrhage. The right ovary. 
which was normal, contained no corpus luteum. 

Both tubes and the left ovary were resected, the 
uterus was fixed anteriorly, an appendectomy was 
done, and the left ovary was implanted in the space 
of Retzius. The patient made a smooth recovery. 
Histological examination revealed a pregnancy in 
each tube. 

The author assumes that both ova originated 
from the left ovary and reached the tubes by ex- 
ternal migration; if this were not the case both ova 
could not have been impregnated at the same time. 
No cause could be found for the insertion of the ova 
in the tubes. Von WEINZERL (G). 


Powilewicz and Morace: Fetal Retention and Tox- 
aemia of Pregnancy (Rétention fetale et toxémie 
gravidique) Gynéc. et obst., 1924, x, 280. 

According to the prevailing view, the death of the 
fetus within the uterus from the toxemia of preg- 
nancy is followed by an amelioration of the toxemia. 
However, Fochier, Fabre, and Vinay have de- 
scribed a type of recurring albuminuria which ap- 
pears at about the fourth month, is seldom severe, 
does not respond to diet, and after the death of the 
fetus continues until the expulsion of the fetus sev- 
eral weeks later. 

To throw more light on the subject the authors 
studied 108 cases of albuminuria seen in the Baude- 
locque Clinic. These are divided into two groups. 
In the first group, which contained twenty-three 
cases, the albuminuria disappeared or became neg- 
ligible after the death of the fetus. In the second 
group, which contained seventy-one cases, the al- 
buminuria continued until the expulsion of the mac- 
erated fetus, quite contrary to what is generally 
considered the usual course of events. 

A comparison of the case records of the two 
groups shows few differences which would explain 
their divergence. The age and parity of the woman 
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and the stage of the pregnancy at which the death of 
the fetus occurred did not seem to be factors. How- 
ever, in the second group the period of retention fol- 
lowing the death of the fetus was longer, there was 
more frequently a history of previous toxemia, and 
the albumin was more abundant in the urine. Ten 
cases in the second group showed little change either 
after the death of the fetus or after its delivery, and 
must be eliminated as belonging in the class of 
chronic nephritis. Seven women who gave a history 
of toxemia with each pregnancy apparently belonged 
to the class described by Fochier. 

When the albuminuria continues during the period 
of fetal retention or becomes aggravated during 
labor, the blood pressure remains high throughout, 
paralleling the albuminuria. After the expulsion of 
the fetus both subside rapidly in the same manner as 
after the birth of a living child in the course of a 
toxemia of pregnancy. 

In conclusion the authors state that following 
death of the fetus there are three possibilities. 

1. The albuminuria may remain unchanged, being 
due to chronic nephritis. 

2. The albumin may disappear from the urine 
permanently or re-appear in only small quantities 
during labor. 

3. The albuminuria may continuc until the ex- 
pulsion of the fetus, even when the period of reten- 
tion is quite long. Throughout this period the blood 
pressure remains elevated. 

Therefore after the death of the fetus the mother 
often remains toxic, and although serious symptoms 
rarely develop, she should be regarded as a pre- 
eclamptic and given prophylactic treatment. 

ALBert DeGroat, M.D. 


Hunner, G. L.: Ureteral Stricture in Obstetrics; 
with Special Reference to Multiple Abortions 
(Renal) and to Pyelitis of Pregnancy. Am. J. 
Obst. & Gynec., 1925, ix, 47. 

Most ureteral strictures are due to an intrinsic 
inflammatory condition of the ureteral walls. While 
it is probable that some of them are the result of 
developmental errors of fetal life, the majority are 
caused by a distant focal infection. By far the most 
common foci are in the tonsils, teeth, and sinuses. 
Some of the less common foci are probably in the 
gastro-intestinal tract, the cervix, or other parts of 
the body with a chronic suppurative process. 

Factors indicating that distant focal infections 
can cause ureteral stricture are: (1) the almost uni- 
versal location of the strictures near groups of lymph 
glands, namely, in the broad ligament region and 
near the bifurcation of the anterior iliac vessels; (2) 
the frequency of a history of the primary onset of 
ureteral symptoms after an attack of grippe, ton- 
sillitis, or sinusitis; (3) the frequency with which pa- 
tients who have been relieved of ureteral stricture 
come back after the lapse of months or years with the 
history that they had been well until recently, but 
that the symptoms returned after an attack of 
grippe, tonsillitis, sinusitis, or dental work; (4) the 
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fact that an occasional patient, after operation on 
one of these distant focal infections, complains more 
of a recrudescence of the ureteral pain than of the 
pain in the area operated upon and cystoscopy a 
week or ten days after the operation sometimes re- 
veals marked redness, swelling, and oedema of the 
mucosa about one or both ureteral orifices; and (5) 
the fact that many patients make very little or no 
progress under treatment for the ureteral condition 
until the original area of distant. focal infection has 
been eliminated. 

Because of its usual location in the pelvis in close 
proximity to various nerve plexuses, ureteral stric- 
ture is apt to cause, in addition to local inflammatory 
symptoms, various referred symptoms in the blad- 
der, rectum, vagina, perineum, hip, and thigh. In 
spite of these, the diagnosis is usually not difficult 
and should be made with a-fair degree of certainty 
by the general practitioner. Ureteral stricture is the 
first condition to be thought of in the case of any pa- 
tient who has had an abdominal operation without 
relief of the original symptoms. The chief aids in the 
diagnosis are pain in the pelvic region (usually at- 
tributed by women to the ovaries or uterus), back- 
ache, and bladder symptoms. These symptoms are 
apt to be intermittent, particularly in the early 
stage of the condition, and in this early stage they 
are prone to occur as premenstrual or menstrual 
disturbances. Bladder symptoms occur in 70 per 
cent of the cases, and in 33 per cent are one of the 
chief complaints. Another distinct aid in diagnosis 
by the general practitioner is palpation. Whether 
the kidney is palpable or not, bimanual palpation 
usually reveals some degree of tenderness in the kid- 
ney region. 

Usually both ureters are tender where they cross 
the pelvic brim, at a point about 1 in. to one side of, 
and 1 in. below, the umbilicus. This sign has led to 
countless futile appendectomies even when it was 
present over the left ureter alone. Palpation of the 
diseased ureters near their entry to the bladder 
causes pain reminding the patient of the previous 
pelvic discomforts and causing a desire to void, 
especially if bladder symptoms have previously been 
present. 

It is probable that in most cases of pyelitis of 
pregnancy the stricture of the ureter preceded the 
pregnancy. Careful inquiry will sometimes clicit a 
definite history of previous symptoms of stricture, 
such as pelvic pain or discomfort, backache, and in- 
termittent bladder distress. Stricture may be present 
with absolutely no symptoms until some unusual 
event, such as a fresh focal infection, an unusual ex- 
posure, trauma, or pregnancy, causes such changes 
in the previously dormant stricture area as result 
suddenly in pyelitis or symptoms of stasis without 
the presence of urinary infection. 

Pyelitis due primarily to stricture may clear up 
spontaneously even though the kidney and ureter 
are under the added burden associated with a preg- 
nancy. Some patients with a pyelitis of pregnancy 
and ureteral stricture give a history of pyelitis in a 


previous pregnancy and a symptomless period with 
normal urine in the interval. In such cases the stric- 
ture probably antedated the first attack of pyciitis. 
It is not always necessary to treat a kidney affected 
with the pyelitis of pregnancy until it is entirely rid 
of the infection. If the stricture area is dilated at 
ten-day intervals until the patient has no further 
chills and fever even following the trauma of dilata- 
tion, the treatments may be stopped and the prog- 
nosis as regards the continuation of the pregnancy 
to term will be fairly good even though the urine 
may still show infection. 
Epwarp L. Cornett, M_1). 


LABOR AND ITS COMPLICATIONS 


Rucker, M. P.: The Use of Novocain in Obstetrics. 
Am. J. Obst. & Gynec., 1925, ix, 35. 


The author’s experience with sacral anesthesia 
consists of 103 cases, including one case in which a 
vaginal cesarean section was done. Three were 
cases of incomplete abortion in which the uterus 
was cleaned out with the finger or with placental 
forceps under the guidance of the finger. Three were 
cases of inevitable abortion. One was a case in which 
the uterus was emptied in the second month on 
account of postdiphtheritic paralysis involving the 
pharynx, the larynx, and the heart, extreme pros- 
tration, and pernicious vomiting. One was the case 
of a nullipara in the sixth month with placenta 
previa. Sacral anesthesia was used to introduce the 
bag, but spontaneous delivery occurred without 
anesthesia. In the remaining ninety-four cases, 
sacral anesthesia was used in the delivery. 

Many of the patients complained of a peculiar 
sensation immediately after the injection. Two had 
noisy attacks of hysteria. One had tetany that lasted 
for a few minutes. A few vomited shortly after the 
treatment, and a great many were slightly pale 
about the lips for five or ten minutes. A primipara 
who was seen in consultation after she had been in 
labor twenty-four hours had marked and _ rapid 
variations in blood pressure. When the author first 
saw her, the systolic pressure was 158 mm. She was 
given 35 c.cm. of a 14 per cent novocain solution 
with 5 minims of adrenalin. The injection had 
scarcely been finished when the patient complained 
of a peculiar sensation. The systolic pressure was 
found to be 220 mm. It then fell about ten points 
every two minutes, and within eight minutes was 
160 mm. The patient then felt well, and under an 
excellent anesthesia an easy version and extraction 
was done. More blood was lost than is usual in the 
third stage, perhaps 400 c.cm. Just after the expul- 
sion of the placenta the patient’s color became a-iicn. 
and perspiration appeared on her forehead and ‘ips. 
The blood pressure was 75/40 and fell in a few inin- 
utes to 60/20. There was no external bleeding. !he 
uterus was contracted. The patient was somno' ‘nt, 
but when aroused said she felt perfectly wel! ind 
persisted in talking about what a painless deli. «ry 
she had had. After 200 c.cm. of saline solution — ‘th 
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io minims of adrenalin had been given subcuta- 
neously, the blood pressure gradually rose. The pa- 
tient’s physician informed the author that he had 
had the patient under observation for some time on 
account of extreme nervousness and a rapid pulse. 
There was no visible enlargement of the thyroid. 

In seventy of the 103 cases an excellent anes- 
thesia was obtained. This group included all of the 
cases of abortion, one case in which a Voorhees bag 
was placed, fifty versions and extractions, eight 
forceps deliveries, three breech extractions, and one 
spontaneous delivery. In twenty-two cases there 
was partial anesthesia. This group includes all those 
patients who had evidences of local anesthesia, but 
who for various reasons had also a general anesthe- 
sia; also most of the cases in which the author used a 
1 per cent solution of novocain. In several instances 
the anesthesia was complete but wore off before de- 
livery. There were ten failures. Five of these were 
in the first fifteen cases and were due, no doubt, to 
faulty technique. 

The most constant feature of sacral anesthesia is 
the marked relaxation of the perineum and cervix 
and the absence of pain. There is complete relief 
from pain. This is true whether the uterus contracts 
or not. The effect upon the uterine contractions, 
however, is variable. In the majority of patients 
there is a cessation of the contractions or at least a 
diminution of their force for from twenty to sixty 
minutes after the injection. 

Epwarp L. Cornett, M.D. 


Guéniot, P.: Temporary Exteriorization of the Uter- 
us After Czsarean Section and Its Replace- 
ment in the Abdomen After Forty-Five Days 
(Extériorisation temporaire d’un utérus césarisé, 
réintégré dans l’abdomen au 45° jour). Rev. frang. 
de gynec. et. d’obst., 1924, xix, 583. 


It has been the practice to remove the uterus fol- 
lowing cesarean section in all cases in which there 
was good reason to believe that the patient has been 
infected. If the uterus is infected it fails to heal fol- 
lowing cesarean section and a fatal peritonitis re- 
sults. While hysterectomy avoids this danger, it 
has the obvious disadvantage of putting an end to re- 
production. 

Portes first conceived the idea of leaving the uterus 
out of the abdomen where the wound could be 
dressed directly until the infection subsided. 

It is important to know the reaction of the uterus 
to such treatment, but since the original report ap- 
peared no data have accumulated. 

Guéniot reports the following case: 

\ primipara 24 years old was discovered at the end 
of the second stage of labor to have a shoulder pres- 
entation. The fetus was dead. As an attempt at 
embryotomy was unsuccessful, caesarean section was 
necessary. 

The classical operation was performed, the uterus 
sutured in two layers, and the abdomen closed about 
the pedicle of the uterus and adnexa. The peritoneum 
an aponeurosis were sutured to the uterus with 


catgut, and the skin was sutured with horsehair. In 
addition, two silk sutures were passed through the 
entire abdominal wall and through the uterus just 
above its pedicle. The exposed uterus and adnexa 
were dressed with camphorated oil. 

Following the operation the temperature varied 
during the first week between 99 and 103 degrees F., 
but there were no symptoms of peritonitis. 

At the second dressing the uterus appeared normal, - 
but the tubes, and especially the ovaries, were mark- 
edly hyperemic. On the fifth day, areas of white 
exudate appeared on the surface of the uterus and 
rapidly spread. The adnexa became swollen and ad- 
hesions formed between the tubes and ovaries. At 
the lower end of the wound in the uterus a little 
sloughing occurred. 

By the eighth day the exudate on the uterus had 
largely disappeared, leaving a red surface. The 
uterus then progressively retracted and the adnexa 
became less swollen. The lochia remained normal 
throughout. 

From the thirtieth to the thirty-third day there 
was an apparent menstrual flow with visible con- 
gestion of the uterus. 

By the thirty-seventh day the suppuration on the 
surface of the organs had subsided under dressings 
saturated with a culture of lactic acid bacilli con- 
taining sterile lactose, and the uterus had retracted 
until it no longer showed above the skin. On cathe- 
terization the tubes were found permeable. 

The second operation was performed on the thirty- 
ninth day. The uterus was freed from its adhesions 
to the abdominal wall, and with the adnexa, was . 
replaced in the pelvis. Drainage was established 
through the cul-de-sac and the lower end of the ab- 
dominal incision. Strips of gauze were placed in con- 
tact with the posterior and anterior surfaces of the 
uterus. 

Five weeks later the uterus was mobile and in good 
position, the adnexa seemed normal, and the patient 
felt perfectly well. ALBert DeGroat, M.D. 


Chatillon, F.: The Resistance of Scars in the Lower 
Segment of the Uterus (A propos de la résistance 
des cicatrices sur le segment inférieur). Rev. frang. 
de gynéc. et d’obst., 1924, Xix, 577. 


Since the introduction of cesarean section through 
the lower uterine segment, fears have been expressed 
as to the ultimate security of the scar. 

Hauch and Martin have collected eight cases of 
rupture, and believe that its incidence is not low. 
Lequeux has expressed a similar view. 

However, there are now on record numerous cases 
in which the integrity of the scar was determined by 
subsequent operation and by spontaneous labor. In 
performing a hysterectomy immediately after a 
second low caesarean section, Gaifami was unable to 
discover the original scar without the aid of the mi- 
croscope. Moreover, in a second operation in eleven 
cases, several of which had had a long test of labor, 
he found a solid scar. Dobroschke has collected 
twenty similar cases. 
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Olow in 1910 stated that he knew of thirty normal 
labors following low cesarean section, and Czyzewicz 
has collected twenty-nine. 

The author reports the case of a patient in begin- 
ning eclampsia who gave birth to a mature infant 
spontaneously in five hours and ten minutes. Two 
previous cervical cesarean sections had been per- 
formed, in each instance because of an alarming 
toxemia. 

Some surgeons now believe that a scar in the thin 
lower segment of the uterus is more solid than a scar 
in the thick-walled body of the uterus because im- 
mobility of the lower segment is more favorable for 
healing. 

In the author’s opinion there is no need to hesitate 
in the performance of the low transperitoneal opera- 
tion because of distrust of the subsequent scar. 

ALBerT F. DeGroat, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Adair, F. L.: The Influence of Diet on Lactation. 
Am. J. Obst. & Gynec., 1925, ix, 1. 


This article is based on a study of more than 400 
cases which the author divides into four groups 
according to the diet received by the mother. In 
the old group of 298 cases (1922) the mothers were 
given an ordinary hospital diet which was not record- 
ed or calculated, and they were served from the hos- 
pital and diet kitchens with regard only to simple 
dietary principles. In the four other groups the 
amount of food and the quantity of protein, carbo- 
hydrate, and fat ingested at each meal were record- 
ed. Each of these four groups included about too 
cases. Women in Group t were given a high protein 
diet; those in Group 2, a high carbohydrate diet; 
those in Group 3, a high fat diet; and those in Group 
4, a balanced diet. 

The babies were weighed before and after each 
nursing to determine the amount of milk taken from 
the mothers, and if expression was practiced the 
quantity expressed was added to that ingested at 
each nursing. The net weight of the infants was 
taken daily. There was no attempt to do any de- 
tailed metabolic work upon the mother, and no milk 
analyses were made; the study was more or less 
statistical in character. Gross, but accurate methods 
were used, and the efficacy of the diets was deter- 
mined from their effect upon the offspring. 

While there is very little experimental or other 
evidence to indicate the possibility of materially 
influencing the quality of mother’s milk, there seems 
to be good reason to assume that certain factors 
tend to depress and others to stimulate the secretion 
of the breasts. 

In the cases studied the age factor in relation to 
milk production could be eliminated as the average 
and maximum and minimum ages were similar in 
the different groups. 

With the exception of the first day, there was a 
remarkable uniformity in the calorie intake on dif- 
ferent days. This held true for all of the diets. In 


general, the average daily calorie intake was some- 
what greater among the multiparous than among 
the primiparous women. There seemed to be no re- 
lationship between the amount of food ingested by 
the mother and the sex of the infant. 

A most striking difference was found in the food 
ingestion of the mothers in the different dietary 
groups. The mothers on a high protein diet had the 
lowest calorie intake. This was shown, not only by 
the average for the entire group, but also by the 
averages for the subgroups. The average daily in- 
gestion ranged from about 2,000 to 2,400 calories. 

The next higher calorie intake was that of women 
on the balanced ration, the average daily intake 
ranging from 2,100 to 3,100 calories. 

On the high carbohydrate diet the average daily 
intake ranged from 2,700 to 3,300 calories. 

The calorie intake on the high fat diet was much 
higher than that of the others, averaging daily from 
3,300 to 4,000 calories. - 

On the high protein diet a liberal amount of pro- 
tein was consumed by all of the women, but it was 
rather striking that the multipare took more pro- 
tein than the primipare while the ingestion of other 
ingredients averaged about the same. 

On the three other diets the amount of protein 
consumed was considerably less than that taken on 
the high-protein diet, but the calorie intake was con- 
siderably greater. On the high carbohydrate and 
high fat diets it must have exceeded the require- 
ments for maintenance and milk production. 

Both the high fat and high carbohydrate diets, 
and especially the latter, seemed to appeal to the 
women more than either the balanced or the high 
protein diet. It is not known, however, whether the 
patients took an excess of food because it was palat- 
able or to secure enough protein to meet their mini- 
mal needs. From their protein intake on the high car- 
bohydrate and high fat diets they obtained 80 gm. or 
320 calories as compared with about 107 gm. or 427 
calories on the high protein diet. The average range 
of calorie intake from the minimum to the maximum 
on the different diets was over 1,500 calories. 

Observations made relative to the effect of the 
different diets on the infant as shown by its milk 
ingestion and loss or gain in weight show that the 
minimum average weight of the infants occurred reg- 
ularly on the fourth day of postnatal life. The aver- 
age birth weight for the different dietary groups was 
very nearly the same. The initial weight loss was 
not very different for the infants of the different 
groups, but was least among those whose mothers 
were given the high carbohydrate diet and greatest 
for those whose mothers received a high fat diet. In 
none of the groups did the infants regain the average 
birth weight within twelve days; this weight was 
most nearly regained by those whose mothers re- 
ceived the high fat diet. The poorest gain was 


shown by those whose mothers were given the high 
carbohydrate diet. 

It is difficult, if not impossible, to draw definite 
conclusions regarding the quantitative effect of dict 
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upon the mammary secretion. It was obvious that 
the nursing mothers ate more than necessary of both 
the high carbohydrate and the high fat diets, especi- 
ally of the latter, but the excess had no apparent 
stimulating effect on milk production. Since it has 
been observed that a rapid increase in the weight of 
nursing mothers is not uncommonly associated with 
a decreasing milk supply, high calorie feeding may be 
objectionable. 

The milk ingestion and weight increase of the in- 
fants in the neonatal period seemed to indicate that 
milk secretion increases most steadily on rations 
containing a liberal amount of protein. The hospital, 
high protein, and balanced diets seemed to meet the 
needs of the mother and infant better, without an 
excessive calorie intake, than the high fat or high 
carbohydrate diets. Epwarp L. Cornett, M.D. 


Fruhinsholz and Feuillade: The Relation of Genital 
Tuberculosis to Puerperalism  (Tuberculose 
utéro-annexielle et puerpéralité). Gynéc. et obst., 
1924, X, 305. 

To determine the relation, if any, of genital tu- 
berculosis to puerperalism the authors studied: (1) 
the fertility of women cured of genital tuberculosis 
or operated upon for this condition and (2) the re- 
lation of labor, pregnancy, and the puerperium to 
genital tuberculosis. 

Cases in which pregnancy has followed medical 
treatment are too few and poorly controlled to re- 
ceive consideration, but a number of cases have 
been observed in which the diagnosis was made cer- 
tain in the course of an operation and normal preg- 
nancies occurred subsequently. The authors cite a 
case of their own. 

From these surgical cases it may be concluded 
that in certain instances women cured of genital 
tuberculosis by operation may become pregnant 
and give birth to normal children without danger to 
themselves or the infants. 

In the past, gestation and genital tuberculosis 
were considered incompatible, but a number of well- 
defined cases checked by operation or autopsy have 
proved that gestation may proceed in the presence 
of extensive tuberculous lesions of the endometrium. 

The clinical features of these cases are difficult to 
establish because the nature of the disease is seldom 
discovered during life. Generally the patient at some 
period presents tuberculous lesions elsewhere, as in 
the lungs or pleura, but there are instances in which 
the disease was restricted to the region of the genital 
tract. 

_ Gestation may approach or continue to term even 

in the presence of extensive genital lesions. Under 

these circumstances the infant usually dies of con- 
genital tuberculosis. 

_As the result of the local disease or its generaliza- 

tion, abortion is common. 

Death may occur before the termination of preg- 
nancy and is usually attributable directly to the 
tuberculosis. However, in one case it was due to 


tupture of the uterus favored by the local lesions. 
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Very commonly, generalized miliary tuberculosis 
emerges from the association of gestation and genital 
tuberculosis. 

There is nothing specific in the local symptoms. 
Tuberculosis may be suspected whenever inflam- 
matory disease accompanies pregnancy, especially 
when the patient presents signs of the disease else- 
where (ascites, pleurisy, etc.). 

The diagnosis of tuberculosis is rarely made during 
life, chiefly because many physicians do not bear in 
mind the possibility of its association with pregnancy. 

The prognosis varies, but in the cases cited it ap- 
pears very unfavorable because of lesions outside 
the genital tract, the onset of miliary tuberculo- 
sis, and infection of the fetus. There are cases sug- 
gesting the existence of more benign forms, but the 
evidence is not conclusive. 

Cases of ectopic pregnancy in tuberculous tubes 
throw further light on the compatibility of preg- 
nancy and tuberculous lesions. In such cases sub- 
sequent generalization of the tuberculosis has not 
been observed. 

Labor is seldom influenced by the local lesions, but 
the extensive changes in the uterus are of importance 
in the subsequent aggravation of the infection. 

The immediate effects of labor are local mani- 
festations which may simulate those of puerperal 
sepsis or a general miliary dissemination. 

Forgue and Delore state that the puerperium may 
be followed by genital tuberculosis. Substantiating 
this view, the authors have seen a bilateral tuber- 
culous salpingitis develop eighteen months after a 
normal pregnancy and labor and the re-establish- 
ment of menstruation. Judging from the pathology, 
the disease must have begun in the puerperium. 

Numerous cases have been reported in which 
symptoms developing in the puerperium persisted 
continuously until operation or autopsy several 
months later. However, in these there was the possi- 
bility that the tuberculous infection, instead of de- 
veloping in the puerperium, followed an ordinary 
postpartum infection. 

The association of gonococcal and tuberculous 
infection is not unusual. 

ALBERT F. DEGRoat, M.D. 


Franz, J.: The Ascent of Gonorrheea in the Puer- 
perium and After Abortion (Ueber die Aszension 
der Gonorrhoee im Wochenbett und nach Abort). 
Dissertation: Frankfort, 1924. 


Gonorrhoea localized on the cervix usually remains 
latent during pregnancy but is transformed by the 
trauma of labor into a more acute stage as the result 
of changes in the internal os and biochemical changes 
in the uterus which afford the best possible condi- 
tions for its extension. Involvement of the uterus, 
which constitutes the first stage of its ascent, is 
characterized by a mild course usually in the early 
part of the puerperium. The facilitated transference 
of the infection to the tubal ostia leads to the second 
stage. This is characterized by a sudden increase in 
the severity of the disease. In the latter part of the 
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puerperium the ascent of the infection usually follows 
the onset of the first menstruation. 

In the Frankfort University Gynecological Clinic 
during the period from 1918 to 1923 there were 
seventy-nine proved cases of ascending gonorrhoea. 
In fifty-three cases the condition occurred after 
delivery at term and in twenty-six after abortion. 
The first stage occurred thirty times during the early 
part of the puerperium and once during the latter 
part. In nine cases the second stage occurred during 
the early part of the puerperium following delivery 
at term and eighteen times after abortion. It caused 
adnexitis in thirteen cases, peritonitis in five, 
oéphoritis in four, and parametritis in five. It 
developed in the latter part of the puerperium 
twelve times after delivery at term and eight times 
after abortion. In ten cases it caused adnexitis; in 
one, peritonitis; and in nine, parametritis. 

Therefore in 2 per cent of women in the puer- 
perium who were infected with gonorrhoea, ascent of 
the infection occurred in the first stage in 15 per cent 
and in the second stage in from 5 to 1o per cent. 
Primipare and women with incomplete abortions 
are especially predisposed to the ascent of gonor- 
rhoeal infection. FRANz (G). 


Mayer, A.: Metastatic Puerperal Diseases, Particu- 
larly Those Following Grip (Ueber metastatische 
Puerperalerkrankungen, insbesondere nach Grippe). 
Arch. f. Gynack., 1924, cxx, 168. 


Puerperal infection may occur endogenously as a 
secondary metastasis of a primary infection in some 
part of the body other than the genital tract. The 
lymphatics of the throat, in particular, may be the 
point of origin of a metastatic puerperal infection. 
According to the experiences of the Tuebingen 
Clinic, sore throat, especially the sore throat accom- 
panying grip, is a particularly undesirable complica- 
tion of the puerperium. 

In a case reported by Mayer, in which delivery 
was spontaneous and there was no internal exam- 
ination, the puerperium was at first normal but in 
the fourth week a streptococcic sore throat developed, 
which ended fatally with general sepsis. Autopsy 
showed beginning perimetritis and metrolymph- 
angitis without involvement of the endometrium. 

Other cases observed in the Tuebingen Clinic 
during recent years also indicate that grip accom- 
panied by sore throat or infection of the naso- 
pharynx may set up metastases in the genital tract 
during the puerperium. In one case it was possible 
to obtain proof of a grip metastasis in the genital 
tract occurring by way of the lymph stream. 

For the pathological anatomical demonstration of 
metastatic puerperal infection, the condition of the 
endometrium is of the greatest importance. A free 
or nearly free endometrium speaks in favor of an 
endogenous, descending route of infection, and 
against an exogenous, ascending route. However, 


involvement of the endometrium does not necessarily 
exclude an endogenous, descending infection, since 
the endometrium also may be early involved by the 


metastatic infection, particularly if the infection is 
blood-borne. 

Grip may be the cause also of secondary hemor- 
rhages in the puerperium without retention of the 
placenta. The author has seen three cases of this 
type. It may be assumed that the grip micro- 
organisms which find their way into the uterus dis- 
solve the physiological thrombi in the placenta and 
lower the coagulating power of the blood. 

If inflammation has been set up in the genital 
tract by metastasis, the process may extend exactly 
as though the infection were primary in the genital 
tract. Clinically, an endogenous, metastatic infec- 
tion may resemble in every way the ectogenous 
variety. 

From the clinical point of view, the following 
features suggest an endogenous, metastatic grip 
infection: (1) improbability of ectogenous primary 
infection (spontaneous delivery without internal 
examination), (2) in cases of gonorrhoea a late fever 
after a normal puerperium lasting for a number of 
days, (3) onset of the trouble with symptoms in the 
upper respiratory passages, and (4) the appearance 
of catarrhal symptoms in the child. 

The micro-organisms demonstrated in the genital 
tract in cases of genital metastasis are not always 
identical with those of the primary disease. In mixed 
infections one variety of bacteria may predominate 
at one site and a different variety at the other. 

THALER (G). 


Perazzi, P.: Intermittent Irrigation of the 
Uterine Cavity in the Treatment of Puerperai 
Septic Endometritis (La irrigazione intermittente 
della cavita dell’utero nella cura della endometrite 
settica puerperale). Clin. ostet., 1924, Xxvi, 438. 


In Perazzi’s opinion, the restriction of intra- 
uterine irrigations and continuous lavage of the 
endometrium with disinfecting solutions has been 
carried too far, especially in cases of beginning of 
infection in which it is possible, by local treatment, 
to destroy the infecting bacteria in their primary 
focus. In the puerperal uterus the defensive powers 
are very active and the many ferments contained in 
the lochia aid in arresting the development of 
pathogenic organisms. 

In his method of treatment Perazzi attempts to 
activate the defensive powers of the endometrium, 
favor leucocytosis, and remove necrotic tissue and 
disinfect the uterus by intermittent irrigation of the 
uterine cavity with a solution of sodium chloride or 
sodium hypochlorite. The fluid is injected every 
twenty to twenty-five minutes in quantities 0! 20 
c.cm. at a time. This is done with a special appira- 
tus which is shown in an illustration and described. 

In the majority of cases this treatment is followed 
by a fall in the temperature, improvement in ‘he 
pulse, and cessation of cephalgia and the odor. Ii 
the fever persists after six or seven days the loci! 
treatment should be discontinued as it is evident 
that the infection has become generalized. 

W. A. BRENNAN. 
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NEWBORN 


Gintscheff, P. Z.: Birth Traumata and the Mortal- 
ity of the Newborn in the First Days of Life 
(Geburtstrauma und_ Sterblichkeitsstatistik der 
Neugeborenen in den ersten Lebenstagen). Dis- 
sertation: Frankfort, 1924. 


The mortality of the first days following accidents 
causing brain injuries in adults and the mortality of 
newborn infants during the first days following birth 
show a definite parellelism. In a study of premature 
and postmature infants dying in the first month of 
life the following facts were established: 

Small premature infants do not live as long as 
larger premature infants. With an increase in the 
weight the mortality decreases. Postmature infants 
who died in the first month of life survived a shorter 
length of time than premature infants. 

Lpon investigation of the factors favoring birth 
traumata, transverse and breech presentations were 
found common in the cases of premature and post- 
mature infants dying during the first days of life. 
The lives of such infants were shorter than those of 
infants presenting by the head. 

Twins were born prematurely more frequently 
than single infants and died sooner than other 
premature infants. 

Narrow pelvis of the mother was found in 28 per 
cent of the cases of premature and postmature 
children—from 8 to 10 per cent more frequently 


than in the average cases. These children of mothers 
with a narrow pelvis died sooner than those of 
mothers with a normal pelvis. 

The postmature children who were delivered with 
artificial help survived for a shorter length of time 
than those born spontaneously. The effect of long 
duration of labor upon the duration of life of post- 
mature children could not be determined by a 
comparison of the cases because of the preponder- 
ance of unfavorable presentations. Forty-eight per 
cent of the postmature infants who died were born 
following a labor lasting longer than twenty hours. 
Children born after a long labor survived only a very 
short time. 

Because of the paucity of statistics regarding the 
age of the mother at the time of her first pregnancy, 
premature rupture of the membranes, and twisting 
of the umbilical cord, the author was unable to 
determine the influence of these factors upon the 
mortality. 

Luetic children had a shorter duration of life than 
others. Lues was demonstrated in 3 per cent of 
those that died. 

In newborn infants and in adults who have suf- 
fered injuries of the brain, bronchopneumonia de- 
velops after the third day. It is probable that in 
some cases the bronchopneumonia of newborn 
infants with brain injuries in the early days of life is 
analogous to that occurring in adults with injuries 
of the brain. GintSCHEFF (G). 
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ADRENAL, KIDNEY, AND URETER 


Hubbard, R. S.: A Comparison of the Results of 
Laboratory Examinations in a Study of Kid- 
ney Efficiency. Clifton M. Bull., Clifton Springs, 
N. York, 1924, x, 137. 

In a number of articles the results of the phenol- 
sulphonephthalein test have been compared with 
those of other tests of kidney efficiency. The aver- 
age amounts of urea, uric acid, total non-protein 
nitrogen, and creatinine in the blood vary in a defi- 
nite way with the values of the phthalein. Creatinine 
is not appreciably influenced by the diet, but both 
urea and non-protein nitrogen are found decreased 
when a diet low in protein is fed for a long period of 
time before the determinations are made. 

Folin, Berglund, and Herrick have shown that 
uric acid is destroyed in the blood. Failure of this 
process leads to increased concentration of uric acid. 
Increases from such a cause would be difficult to 
distinguish from those following failure of the kidney 
to eliminate this compound properly. Blood chemis- 
try findings fail to indicate lesions of the kidneys 
when they are only moderately severe. The urea and 
non-protein nitrogen do not show any increased con- 
centration when other determinations seem to show 
that the kidneys are considerably damaged. Albumin 
or hyaline casts are of significance only when they are 
more or less constant in the urine. If the urine find- 
ings are constant they show renal damage but not 
the degree of such impairment. 

Even when the results of all of these tests are 
available it is often difficult to determine the effi- 
ciency of the kidney as frequently the results of the 
various tests do not agree. No one test can serve 
accurately as a measure of all degrees of kidney 
damage. When the lesion is very severe, increases in 
the blood creatinine are most definite. When the 
lesion is less severe the urea determination is espe- 
cially helpful. Decreased phthalein is usually pres- 
ent in the mild as well as the severe cases but this 
alone cannot be taken as final proof of kidney dam- 
age. Nephritis may be present but may not be suffi- 
ciently advanced to cause a lowered dye output. To 
determine the presence of nephritis as well as its 
extent, the author suggests the following: (1) a test 
for albumin and casts, (2) a determination of the 
phthalein output, and (3) a comparison of the volume 
of the day and the night urine. 

C. D. Hotmes, M.D. 


Martin, W. F.: Physiotherapy in Renal Tuberculo- 
sis. J. Urol., 1924, xii, 493. 


The problem dealt with in this article is the treat- 
ment of bilateral or unilateral renal tuberculosis 
when operation is refused or is inadvisable. The au- 


thor discusses diet, heliotherapy, diathermy, and hy- 
drotherapy. 

The diet must be balanced and give maximum 
nutrition with minimal demands upon the kidneys. 
It must be rich in calcium and iron salts, and of 
sufficient bulk to prevent intestinal stasis. 

Sunlight increases the efficiency of the body cells. 
Alpine light is beneficial. In the treatment of local 
infections, the water-cooled quartz light has been 
found of value. 

By means of diathermy, heat may be localized at 
any desired point, the curative effect of fever being 
thus obtained. 

ew is used for its analgesic and tonic 
elfect. 

Martin does not claim that cures have been ob- 
tained by these measures, but states that their re- 
sults have justified the use of such routine treatment. 

H. W. PLAGceMeEver, M.D. 


Hellstroem, J.: Staphylococcus Pyelitis, Particularly 
Its Chronic Form, and a Characteristic Con- 
cretion Formation Present in the Condition 
(Beitrag zur Kenntniss der Staphylokokkenpyelitis 
besonders in ihrer chronischen Form, und ueber cine 
bei derselben vorkommende eigenartige Konkrem- 
entbildung). Acta chirurg. Scand., 1924, Supp. VI. 


In an extensive article based on his own cases of 
the past two years and the reports in the literature 
for the last ten years, the author discusses staphv- 
lococcus infections of the urinary tract with sp:cial 
reference to chronic staphylococcic pyelitis which he 
regards as a distinct clinical entity. 

The bacteria in a group of cases representing «ll 
types of urinary tract infection were found to be 
colon bacilli in 64.9 per cent and staphylococci in 32 
per cent. The predominance of the former was much 
more marked in females than in males. In cases of 
mixed infections, the original infecting organism was 
usually the staphylococcus, the colon bacillus ap- 
pearing as a secondary invader. Frequently the c lon 
bacilli entirely replaced the staphylococci, a fact 
suggesting that the incidence of primary staphy- 
lococcic infection is more common than is generally 
believed. In some cases there seemed to be a definite 
antagonism between staphylococcic and other type> 
of urinary tract infection. 

Clinically, the cases of staphylococcus pyelitis 
were divided into four groups: the acute, the chron- 
ic, the subchronic, and the atypical. Six modes ol 
infection are described: (1) direct inoculation, | 2) 
hematogenous infection, (3) direct lymphogenous 
infection from the colon to the kidney, (4) urogenous 
infection, (5) lymphogenous infection along the 
course of the ureter, and (6) infection by continu'ty 
of the ureteral mucous membrane. 
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Bacterial studies revealed staphylococcus albus in 
practically all of the cases. 

The most important complication was the forma- 
tion of small concretions. These were found in nine 
of the sixty cases studied. The inorganic components 
of the concretions were calcium phosphate and car- 
bonate and their organic components almost exclu- 
sively staphylococci. The latter were distributed 
throughout the substance of the stones, and seemed 
intimately associated with their formation. Staphy- 
lococci aid in the production of stones by forming 
ammonia which favors the deposition of calcium 
salts. Local conditions in the urinary tract also play 
a role. It is possible that bacteria have an active 
stone-forming power. 

The acute and subacute cases yield well to treat- 
ment, but the chronic type is very refractory prob- 
ably because of changes in the urinary tract favoring 
the retention of organisms, such as prostatitis, 
stricture, postgonorrhoeal changes in the mucosa, 
stone formation, etc. 

The treatment is directed toward: (1) prophy- 
laxis, (2) the administration of urinary antiseptics 
such as urotropin, salol, and boric acid; (3) the use 
of neosalvarsan, autogenous vaccines, and pelvic 
irrigations; (4) measures to change the constitution 
of the urine and acidify it; and (5) the treatment of 
complications, such as prostatitis, focal infections, 
urinary retention, and stones. 

Leo M. ZimmMERMAN, M.D. 


Ratschitch, J.: Late Results of Operations for Renal 
Calculi (Sur les résultats éloignés des opérations 
contre la lithiase rénale). J. d’urol. méd. et chir., 1924, 
XViil, 297. 

In Ratschitch’s opinion, the frequency of urinary 
lithiasis in Dalmatia, where it appears to be endemic, 
is due to dietetic causes. The condition predominates 
among the poorer classes. With improvement in 
public hygiene due to the assistance of the League 
of Nations and the Rockefeller Foundation, there 
has been a decrease in its incidence. 

There have been cases in which infants have re- 
quired operation for renal stone, but most of the 
patients are between 20 and 4o years of age. The 
generally concentrated urine has an increased acidity 
and a red sediment composed usually of many uric 
acid and calcium oxalate crystals, amorphous salts, 
and red blood cells. Some of the patients suffer from 
attacks of renal colic for years and during violent 
colics pass many small calculi. After a brief interval 
the condition often invades both kidneys and leads 
to serious complications. Recurrences develop after 
a conservative operation because the patient does 
not change his diet according to the surgeon’s advice. 
_ The sixty-seven operations performed for renal 
lithiasis by Ratschitch since 1914 included fourteen 
pyclolithotomies, eight nephrolithotomies, two pye- 
lolithotomies combined with partial nephrectomy, 
and jorty-three nephrectomies for complete or nearly 
complete destruction of the kidney by calculous 
pyelonephritis, hydronephrosis, and pyonephrosis. 
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The conservative operations were followed by 
healing without complications or fistula. In the 
forty-three cases of nephrectomy there were four 
deaths; two, which were due to the anesthetic, 
occurred within the first three days, one occurred 
after twenty-seven days from uremia, and one oc- 
curred at the end of two and one-half months from 
chronic septicemia. Most of the patients were in an 
extremely poor general condition for operation. Two 
of the pyelolithotomies—one performed in an aseptic 
pelvis and the other in an infected pelvis—were fol- 
lowed by recurrence. In seven of the thirty-nine 
cases of nephrectomy, lithiasis developed in the 
other kidney. In twenty-eight cases the urine of the 
remaining kidney was normal after the operation 
and in eleven it was abnormal. In four of the twenty- 
eight cases with a clear postoperative urine and in 
three of those with an abnormal urine, a stone was 
formed in the remaining kidney. In all of these 
cases repeated pre-operative X-ray examinations 
were negative for stone in the remaining kidney. 

These statistics are incomplete because the peas- 
ants are apt not to consult a physician or they go to 
a different one when recurrent trouble develops. 

Wa ter C. Burket, M.D. 


Roncoroni, I.: Experimental Research on Late Su- 
ture of the Kidney (Ricerche sperimentali sulla 
sutura tardiva del rene). Arch. ital. di chir., 1924, x, 
297. 

The author performed experiments on rabbits and 
cogs to determine the reaction of the kidney after 
rupture by the subcutaneous route and late suture. 
Determinations were made of the effect of: (1) sim- 
ple subcutaneous rupture not sutured; (2) subcuta- 
neous rupture with simple secondary nephrorraphy; 
(3) subcutaneous rupture and secondary nephror- 
raphy with resection of the rupture line; and (4) 
subcutaneous rupture, secondary nephrorraphy with 
or without resection of the line of rupture, and with 
nephrectomy on the opposite side. The following 
conclusions are drawn: 

1. Subcutaneous rupture of the kidney, when of 
sufficient extent, causes marked changes in the 


organ. 


2. The lesions produced are both progressive and 
regressive. Those of the latter type reach their maxi- 
mum at the site of the rupture where there is gener- 
ally a zone of diffuse necrobiosis of varying depth. 
At a distance, besides variable regressive changes 
involving particularly the canalicular epithelium, a 
more or less marked connective tissue hyperplasia 
and hemorrhagic and leucocytic proliferation are 
found, especially in the early stages. The production 
of small calcareous disseminated infarcts is also fre- 
quent. 

3. Late secondary suture of the kidney executed 
with simple approximation or with trimming of the 
ruptured surfaces results in the formation of a 
strictly connective tissue cicatrix without any sign of 
reaction in the epithelium or glomeruli of the kidney. 
In the line of rupture small calcareous infiltrations 
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are frequently found. The cause of these is to be 
sought in the changes in the kidney following rup- 
ture and the time at which the suturing was done. 
4. In dogs the functional efficiency of a kidney 
subjected to late suture is usually good, and in any 
case is fully sufficient for uropoiesis. 
W. A. BRENNAN. 


Fronstein, R.: Complications of Nephrectomy 
(Ueber Komplicationen bei der Nephrektomie). 
Zischr. f. urol. Chir., 1924, xvi, 51. 


Some of the complications attending nephrectomy 
are the following: 

Injuries to the peritoneum are relatively harmless 
when they are discovered and repaired by suture. 
Injuries to the intestine are much more serious. 
Injuries to the duodenum, when not noticed, are 
almost always fatal. The same may be said of pres- 
sure gangrene of the colon due to the use of the 
speculum. When a kidney which is to be removed is 
firmly attached to the intestine by adhesions, the 
intestine must be resected. 

Intestinal hemorrhages are relatively rare. Fatal 
cases are unknown. Injuries to the dome of the 
diaphragm are also uncommon. Perforations into 
the pleural cavity are more frequent. If they remain 
unnoticed, the prognosis is very unfavorable. Im- 
mediate suture is followed by complete recovery. 

Faulty ligation of the pedicle, which is often due 
to anatomical conditions, may be followed by severe 
late haemorrhages. If isolated ligation of the vessels 
of the renal pedicle is impossible it may be nec- 
essary to use a clamp. The clamp may be removed 
at the end of twenty-four hours. The ureter should 
always be ligated separately. In tuberculosis it 
should be widely resected. Even when this is done, 
fistula may develop with or without the escape of 
urine and wound infection. Accessory vessels of the 
renal capsule sometimes lead to secondary haemor- 
rhage. They must be ligated with great care, partic- 
ularly in cases of intracapsular nephrectomy. 

One of the most serious complications of nephrec- 
tomy is tearing of the vena renalis or the vena cava. 
Desnos collected sixty-seven cases from the liter- 
ature and the number has now become seventy-five. 
There have been twenty-two deaths. Suture of the 
lateral wall appears to give the best results, but 
even total ligation of the vena cava has been per- 
formed without subsequent thrombosis or gangrene. 

It is important that suitable care be given the 
stump of the ureter. Otherwise the urine may run 
back out of the bladder. Even excision of the entire 
ureter does not always prevent this occurrence. 

The behavior of the other kidney is responsible 
for a large group of postoperative complications such 
as anuria, hematuria, and uremia. Their occurrence 
in cases in which a thorough examination of the 
remaining kidney was made before operation cannot 
be explained. It is certain, however, that there are 
cases in wiiich the additional work thrown upon the 
remaining kidney is the sole factor producing insuffi- 
ciency. Edebohl’s decapsulation is often the only 


procedure that will help in these cases. Early oper- 
ation, before the function of the other kidney has 
been injured by nephrotoxins, etc., and the avoid- 
ance of toxic injury from the anesthetic are the 
measures advised. Systematic examination by the 
author showed that the urine of almost all patients 
on whom nephrectomy had been carried out con- 
tained blood during the first five days after opera- 
tion, indicating that the other kidney had been 
injured. RUGE (Z). 


Pentimalli, F.: Physiopathological Research on the 
Motor Function of the Ureters (Ricerche {isio- 
patologiche sulle funzione motoria dell’ urctere). 
Sperimentale, 1924, \xxviii, 457. 

Pentimalli reviews the investigations upon the 
functional activity of the ureters since the classic 
work of Engelmann in 1869. As he concluded that 
the subject has been studied by inadequate methods, 
especially as regards the peristaltic movements, he 
investigated it anew in experiments on dogs. From 
these experiments he draws the following conclu- 
sions: 

1. The increase of tension on the walls of an iso- 
lated ureter caused by an increase of pressure in the 
fluid contained in its lumen produces an increase in 
the tonus of only the longitudinal muscular fibers. 
If the ureter is already functioning automatically, 
this increase in tonus is followed by an acceleration 
of the rhythm of the spontaneous contractions, but 
if it is immobile, the first contraction of the longi- 
tudinal fibers occurs when the pressure is equal to 
that of 5 cm. of water. 

2. Under normal conditions, activity of the cir- 
cular muscle fibers comes into play when the pres- 
sure within the ureter is between that of 10 to 15 cm. 
of water. 

3. When the pressure is reached at which both of 
the muscular coats work best, any further increase 
in the pressure causes a diminution in the contrac- 
tion energy, irregularity in the frequency and se- 
quence of the contractions, and often a loss of the 
peristaltic character of the contractions. When this 
occurs, it is necessary only to diminish the pressure 
to its original level to restore the regular peristaltic 
function. 

4. The motor function of the ureters comprises 
two independent forms of activity, one automatic 
and the other peristaltic. Automatic activity is 
manifested by spontaneous rhythmic contractions 
made by the longitudinal fibers which decrease the 
length of the ureter but do not change its lumen un- 
less there is a certain degree of pressure within the 
ureter. Peristaltic activity is manifested by |rief 
shortening of the longitudinal fibers followed by «on- 
traction of the circular fibers as the longitu! nal 
fibers relax. Such contractions change the lum: »: ol 
the ureter to a greater or less degree, accordin, to 
their energy, and are demonstrated only when tere 
is a certain amount of pressure within the ureter _ 

5. In the strictured ureter, automatic activi) Is 
preserved when there is slight hypertrophy 
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muscular strata, but is absent when there is marked 
hyperirophy or hypertrophy with dilatation of the 
men. 

" 6. In cases of strictured ureters with slight hyper- 
trophy. peristalsis is normal; only occasionally are 
there irregularities or phenomena which can be at- 
tributed to tonic arrests of contraction. Increases 
and decreases of pressure within the ureter have al- 
most the same effect as under normal conditions. 

>. In stricture with marked hypertrophy, the 
peristalsis may correspond to a pressure lower than 
that found under normal conditions and the char- 
acter of the contractions may show the peculiarities 
generally due to tonic arrests of contraction. An in- 
crease of pressure within the ureter, when peristaltic 
function is established, is not supported as under 
normal conditions. In one case an increase of pres- 
sure from 10 to 20 cm. of water caused the fusion of 
a group of contractions into one single contraction 
which lasted for a time equal to that of four or five 
contractions, and in another case caused such irreg- 
ularities in the frequency and sequence of the con- 
tractions that no rhythm was recognizable. 

8. In cases of stricture with marked hypertrophy 
and with moderate dilatation of the ureter, peri- 
staltic movements may occur as before at a pressure 
lower than the normal and may differ from the 
normal. An increase of pressure is supported in a 
varied manner since the movements may be normal 
or only slightly influenced. If the movements are 
normal, a decrease in the pressure following an in- 
crease re-establishes the contractile power of the 
muscle fibers, whereas if the movements are slightly 
changed it makes them more regular. 

g. In cases of stricture with marked dilatation of 
the ureteral lumen but without hypertrophy of the 
ureteral walls, the peristaltic activity either fails en- 
tirely or is reduced so that the contractions are as 
weak as those produced under the influence of rela- 
tively strong pressures. 

10. Pilocarpine in a concentration of 1:50,000 in- 
creases the frequency of the ureteral contractions. 
In a concentration of 1:25,000 it increases the fre- 
quency of the contractions and decreases the contrac- 
tion energy. 

11. Nicotine in a concentration of 1:50,000 in- 
creases the frequency and the energy of the peri- 
staltic contractions of the ureter. 

12. Cocaine in a concentration of 1:50,000 causes 
a marked decrease in the tonus of the longitudinal 
fibers. The peristaltic movements are at first strong- 
ly excited, but after from fifteen to twenty minutes 
are completely paralyzed. 

13. Morphine in a concentration of 1:50,000 has a 
strongly exciting and lasting effect on peristalsis. 

14. Atropine in a concentration of 1:50,000 usually 
has no manifest action on the ureteral movements, 
and only occasionally causes a slight and transitory 
increase in their frequency. When concentrations 
of 1:25,000 and 1:12,500 are used, the rhythmic 
acceleration is constant and the duration of the ac- 
tion longer. 


15. Caffeine in a concentration of 1:50,000 in- 
creases the frequency of peristaltic movements as 
well as the contraction energy. In stronger concen- 
trations it always has a stimulating effect, even 
after the action of atropine. W. A. BRENNAN. 


Marsella, A.: Diverticulum of the Ureteral Orifice 
(Ueber Uretermuendungs-divertikel). Zéschr. f. urol. 
Chir., 1924, Xvi, 137. 


Marsella reports in detail the history and anatomi- 
cal findings in a case of diverticulum of the ureteral 
orifice which was removed by von Lichtenberg. The 
patient was a man 30 years of age who, some time 
previously, had had two attacks of gonorrhoea and 
when seen by von Lichtenberg was suffering from 
cystitis. The diverticular sac was resected and the 
ureter implanted into the bladder. The infecting 
focus having then been removed, complete return of 
function resulted. 

The anatomical examination of the resected part 
disclosed that the diverticulum contained the intra- 
mural part of the ureter and was formed partly of the 
musculature of the bladder and partly of that of 
the ureter. The opening of the diverticulum into the 
bladder and the opening of the ureter into the 
diverticulum were both narrow. 

From the shape of the diverticulum, the narrow- 
ness of its orifice into the bladder, and the develop- 
ment of the musculature, the author concludes that 
it was a congenital malformation, the result of a 
supernumerary ureteral anlage, an abnormal open- 
ing of the wolffian duct, or a folding and constriction 
due to redundance of the formative tissue. The 
article contains five photomicrographs. 

Von HorrMan (Z). 


Rubritius, H.: Incrusted Ulcer at the Ureteral 
Openings (Das inkrustierte Geschwuer an den 
Harnleitermuendungen). Zischr. f. Urol., 1924, 
xviii, 

According to Paschkis, the deep or true incrusted 
ulcer must be differentiated from the superficial 
ulcer (incrusting cystitis). The former are found first 
in the immediate vicinity of the ureteral openings 
and do not merge and cover the entire trigone until 
their later stages. 

From the five cases reported in this article, the 
author concludes that the development of the ulcers 
which appear singly at the ureteral openings is re- 
lated to a pyelitic process to which a calculous dia- 
thesis is added. In turn, the incrusting processes 
and deposits in such an ulcer form the nuclei of new 
concretions. 

In the treatment, only surgery comes into consid- 
eration as conservative methods have proved entire- 
ly futile. The ulcer must be excised with its base. In 
this procedure the lower end of the ureter is frequent- 
ly affected. The author fixes the resected ureter to 
the edge of the wound and introduces an indwelling 
catheter for one or two days. Because of the infec- 
tion, the bladder is drained suprapubically. 

SCHEELE (Z). 
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BLADDER, URETHRA, AND PENIS 


Smith, H.: Stone in the Bladder. 
1925, Ix, 18. 


In reporting his experiments in the treatment of 
stone in the bladder in India, the author emphasizes 
the high mortality in that country following supra- 
pubic cystotomy for stone. He attributes this to poor 
nursing facilities and extravasation of urine into the 
tissues about the bladder. The patients apparently 
progress well at first, but ultimately succumb to a 
septic diarrhoea. To avoid this complication Smith 
recommends, in India at least, the closure of all 
suprapubic wounds and drainage of the bladder 
through the perineum. Henry L. Sanrorp, M.D. 


Day, R. V., and Martin, H. W.: Diverticula of the 
Urinary Bladder: Feature Observations. J. Am. 
M. Ass., 1925, Ixxxiv, 268. 


Indian M. Gaz., 


As a rule, two etiological factors are operative in 
diverticula of the bladder: (1) embryological de- 
fects in the bladder (weakened spots), and (2) ob- 
struction (usually at the bladder neck). The modifying 
factors include situation (especially in relation to 
drainage), the size of the orifice, the size of the sac 
itself, the number of the sacs, the presence and type 
of infection in various parts of the urinary tract, focal 
infections, the nature and extent of the obstruction, 
secondary inflammatory changes in and around the 
diverticulum, calculus formation, and carcinoma. 

In from 75 to 80 per cent of the cases the orifice is 
located near the ureteral opening and as obstruction 
of the bladder neck progresses, the gradual increase 
in the size of the diverticular sac may be observed in 
cystograms. When the orifice is very small the pa- 
tient suffers intensely from infection and inflamma- 
tion. In these classical types the walls are essentially 
fibrotic. In every case with a diverticulum of con- 
siderable size opening near the ureteral orifice and 
well-developed prostatism the sac is rigidly adherent 
and may extend to the subpubic ligament subtri- 
gonally. There is usually poor drainage with stasis, 
infection, and occasionally calculus formation, es- 
pecially in the presence of urea-splitting organisms, 
such as streptococci, staphylococci, or bacillus 
proteus, which render the urine ammoniacal. 
Hematuria is probably due to an abrasion or tear 
around the fibrotic orifice incident to spasm of the 
musculature peripheral to the neck. In advanced 
cases drainage can occur only by gravity and intra- 
abdominal and peridiverticular pressure. 

The relatively rare forms that require excision 
are: (1) the hour-glass bladder, and (2) the large 
singular diverticula at or near the dome or on the 
lateral aspect high up near the vertex, with the wall 
composed grossly of all of the coats; this muscular 
wall is merged into a semifibrous ring surrounding 
the orifice. Cystography is apt to mislead as to the 
degree of retention that may occur even with depend- 
ent drainage. 

In cases of diverticula of the anterosuperior dome 
with thick muscular coats the orifice is a most im- 
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portant factor. The position of the opening tends 
to favor drainage, but when an inflammatory exudate 
occurs, the bladder irritability and intolerance of dis. 
tention begin, and the swollen and contracted mus- 
cle at or around the neck shuts off communication 
with the bladder. This seems to be a very late oc. 
currence, but progresses rapidly when it once reaches 
a certain stage. On the other hand, the posterior 
diverticula are not capable of true contraction, but 
simply collapse: intra-abdominal pressure may par- 
tially empty them. 

A rarer but important type is the small fibrous 
diverticulum which is usually situated just above and 
very close to the ureteral orifice. Two cases of this 
type showed hydronephrosis which could not be ac- 
counted for in any other way. 

The following conclusions are drawn: 

1. Nearly every diverticulum with marked clinical 
symptoms is associated with prostatism, either hy- 
pertrophy or contracture of the neck of the bladder. 
Rarely, the symptoms may be caused by ureteral 
obstruction. 

2. Surgical relief of the obstruction is necessary in 
almost every case. 

3. Excision of the diverticulum is indicated in 
cases of well-developed sacs of moderate or large size, 
if drainage is poor. 

4. Advanced degenerative changes in the cardio- 
vascular system and kidneys may render excision of 
the sac itself inadvisable unless the cystitis is intoler- 
able. Louis NEuwELT, M.D. 


Costantini, Bernasconi, and Duboucher: Disseciing 
Gangrenous Cystitis (Les cystites gangréneuses 
disséquantes). Rev. de chir., Par., 1924, xlili, 500. 


Morgagni, the first to describe the separation of 
the bladder mucosa, mentioned pseudomembranous 
cystitis following exudation from the mucosa and 
true membranous cystitis characterized by col- 
lapse of the bladder mucosa. 

The name ‘“‘dissecting gangrenous cystitis” indi- 
cates: (1) bladder infection, (2) partial or total gan- 
grene, and (3) dissection of the layers of the bladder. 
In the authors’ opinion, the term “dissecting,” 
— is used by the Germans, applies especially 
well. 

The etiological factors given in the reported cases 
were: (1) urinary retention associated with pelvic 
tumors, nerve lesions, pregnancy, urethral stricture, 
bladder or urethral stone, partial rupture of the ure- 
thra, pelvic fracture, etc.; (2) the intravesical in- 
jection of caustics such as vinegar, saturated salt 
solution, ammonia, etc., in attempts at abortion or 
the use of too concentrated drugs in treatment; (3) 
difficult labor (this is more apt to cause vesicovag- 
inal fistula); and (4) retroversion of a gravid uterus 
between the third and fifth months. 

The disease may occur at any age, but is mos! fre- 
quent between the twenty-fifth and fortieth ycars. 

Of ninety-one collected cases, fifty-nine were those 
of females. The condition is more apt to be <iag- 
nosed in the female because the membrane passes 
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through the female urethra with greater ease. Of 
the fifty-nine women, twenty-eight had a retroverted 
gravid uterus. 

The mechanical pressure theory maintains that 
the gangrene is favored by a disturbance of the cir- 
culation. Injected caustics produce a definite ne- 
crosis which secondarily becomes infected. Cathe- 
terization in urinary retention favors infection. 
Among the organisms which have been found are 
anaerobes, colon bacilli, streptococci and vibrions. 

The vesical mucosa may be either partially or en- 
tirely detached and eliminated intact through the 
urethra. Muscle fibers or a considerable muscle layer 
may be included. There have been cases in which the 
entire thickness of the bladder wall and the peri- 
toneum became gangrenous and perforated. 

The mucosa may be dissected off by an extremely 
virulent, extending infection or by a submucous 
hematoma resulting from mechanical obstruction of 
the blood vessels and becoming infected secondarily. 

The diagnosis is based upon: (1) elimination by 
the urethra of the gangrenous bladder mucosa in 
toto (frequent in women but rare in men) or in frag- 
ments, and (2) a putrid gangrenous odor to the urine 
which subsides when the sphacelated bladder dé- 
bris has been completely extruded. In a case of foetid 
urine, intermittent blocking of a catheter suggests 
the presence of a floating membrane which mechan- 
ically closes the catheter opening. Various associated 
conditions, such as urinary retention, cystitis, and 
retroflexion of a gravid uterus, may add to the symp- 
toms. A cystoscopic study has seldom been made. 
Bacteriological examination usually shows the an- 
aerobic organisms of gangrene. 

In the female, the treatment after total elimina- 
tion of the membrane consists only in antiseptic 
bladder lavage and rest. An indwelling catheter may 
be used. Boric acid solution and silver nitrate have 
been found beneficial, but the authors prefer Dakin’s 
solution because it breaks up and thus helps to re- 
move any of the highly septic membrane which may 
persist. If the patient’s general condition permits it, 
extrusion may be aided by the use of the catheter 
or by lavage of the bladder with Dakin’s solution 
twice daily. If this fails, urethral dilatation, vagino- 
vesical incision, or suprapubic cystostomy may be 
— Suprapubic cystostomy is the procedure of 
cnoice. 

If no part of the membrane has been eliminated, 
the diagnosis is difficult. The treatment in such 
cases should be the same as that in cases of partial 
extrusion of the membrane. An exploratory cystos- 
tomy may be necessary. In the male, the problem 
is more complex because the longer and smaller 
urethra does not permit easy evacuation of the gan- 
grenous mucosa. The diagnosis is difficult, and an 
exploratory cystostomy is more frequently necessary. 

The complications and sequela (incontinence, 
pollakiuria, bladder infection, ascending pyelone- 
phritis, pyonephrosis, etc.) are treated as indicated. 

The authors report in detail three cases of dis- 
Secting gangrenous cystitis and give abstracts of 
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ninety-one cases from the literature. In ninety cases 
there were thirty-one deaths. The condition is more 
apt to be fatal if the membrane is not passed. Hence 
the mortality is higher among males than females. 
The complications are septic conditions, peritonitis 
from perforation of the bladder, gangrenous pelvic 
phlegmon and ascending urinary infection. 

If recovery ensues, perfect restitution of the 
bladder may occur, but is rare. Usually the capacity 
of the bladder is greatly reduced. Guinard has ob- 
served intermittent pyonephrosis. 

Wa ter C. Burket, M.D. 


Bruni, C., and Colombino, S.: Electrocoagulation 
of Bladder Tumors (La eletrocoagulazione dei 
tumori della vescica). Riforma med., 1924, xl, 1118. 


Bruni advocates electrocoagulation for benign 
tumors of the bladder. In cases of large papillomata 
it is better to remove the growths with the knife and 
then electrocoagulate the bleeding surfaces. Hama- 
turia is a complication which must be taken into 
consideration in this mode of treatment. It must be 
borne in mind also that when the tumor is situated 
near the ureteral orifices, the presence of a scar may 
cause trouble later. 

Colombino states that many good results from 
electrocoagulation of malignant vesical tumors have 
been reported. From his own experience he is abie 
to affirm that the results of endoscopic diathermy 
are very good. When this method is not feasible, the 
bladder should be opened and radium needles applied 
directly into the tumor. W. A. BRENNAN. 


Voelcker, F.: The Treatment of Urethrorectal Fis- 
tula (Zur Behandlung der Harnroehrenmastdarm- 
fistel). Zischr. f. Urol., 1924, xviii, 514. 

The author reviews the various causes of congeni- 
tal and acquired communications between the ure- 
thra and rectum. 

The tendency of such fistula to heal is poor be- 
cause the gases and feces which escape through them 
as a result of the tight occlusion of the sphincter ani 
infect and widen the wound cavity, cicatricial con- 
traction brings the lumen of the canal more closely 
together than is normally the case, and epitheliza- 
tion of the communicating canal results. 

Voelcker states that the recto-urethral fistula due 
to trauma or operation do not become cured spon- 
taneously. This is true also of those due to tuber- 
culosis and carcinoma. In a case of small rupture of 
an acute prostatic abscess toward the rectum, con- 
ditions are more favorable. It makes a difference 
also whether the fistula is located ventrally or pe- 
ripherally from the external sphincter of the bladder. 
In cases of the latter type the danger of the develop- 
ment of an ichorous cystitis is less, even though the 
bladder always becomes infected. However, the 
urine entering the intestine causes tenesmus and 
inflammation of the rectal mucous membrane. 

Operative treatment has little chance of success in 
cases of carcinomatous and tuberculous fistula, but 
traumatic and postoperative fistule may be influenced 
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surgically. Voelcker reviews the various methods 
which have been proposed, all of which have certain 
defects. Those discussed include the separate sutur- 
ing of the involved viscera according to the method 
of Cooper, in which, because of the-infection pri- 
mary union cannot be expected; the procedure of 
Wildbolz; the Hochenegg amputation, a procedure 
which is technically difficult because of the indurated 
scars with suppuration and necrosis of the intestinal 
wall; the procedure of Bramann with division of the 
sphincter, in which continence is preserved only 
when the uppermost fibers of the external sphincter 
can be spared; and the operation of Faller and von 
Oppel in which a ring-shaped incision is made 
around the anus and rectum, the tissues are dis- 
sected anteriorly, and then, after twisting of go de- 
grees, suturing is done so that the two remaining 
parts come to lie at a distance from each other. 

Before the operation the faces should be diverted 
by the establishment of an artificial anus and the 
urine should be diverted from the urethra. The first 
can be done easily, but the second is more difficult. 

Voelcker reports a case in which he used the best 
features of all of the procedures described. This was 
a case of recto-urethral fistula which developed after 
the incision of a prostatic abscess from the rectum 
and which had been operated upon several times 
without success. The urine was excreted for the 
most part through a suprapubic fistula and the 
faeces escaped through the urethra and the perineal 
wound. Voelcker established a temporary artificial 
anus in the sigmoid. Dissection of the rectum and 
suturing of the freshened fistula were at first unsuc- 
cessful. 

In a second attempt the procedure of Faller as 
modified by Oppel was tried. Complete circumcision 
of the anus and rectum was avoided in order not to 
disturb the nerve and blood-vessel communications. 
The incision was carried around the anus only on the 
left side, and from there the rectum was separated 
from the urethra. The intestine was then twisted 
from left to right on its longitudinal axis and, with 
displacement of the skin, was fixed in that position 
by means of sutures. In this way it was possible to 
carry out the plan of drawing the fatty tissue taken 
from the ischiorectal fossa to the anterior aspect of 
the intestine and fixing it there. A urethral catheter 
was then introduced in a retrograde manner so 
that the difficulties of changing it and of using a 
bougie in the urethra after the third week would be 
avoided. The intestinal wound and the recto-urethral 
fistula healed with patency of the urethra. 

JANSSEN (Z). 


GENITAL ORGANS 


Torchiana, L.: An Experimental Contribution on 
the Physiopathology of the Prostate: Deferen- 
to-Urethrostomy (Contributo sperimentale allo 
studio della fisiopatologia della prostata: la deferen- 
to-uretrostomia). Arch. ital. di chir., 1924, X, 557- 


Discharging the vas deferens into the anterior 
urethra and thus creating a direct derivation of the 


semen in cases of surgical removal of the prostate 
was first suggested in 1999 by Boari who reported 
some experimental results obtained by him in dogs. 
Boari used this procedure also in one clinical case as 
a preliminary to perineal prostatectomy. Although 
in the latter the operation was successful, the end-re- 
sult as regards genital function is not known. 

Torchiana has again taken up this experimental 
investigation on dogs. He believes that Boari’s opera- 
tion may have a clinical application and that it 
will explain some physiological and physiopatho- 
logical questions pertaining to the prostate. 

In Torchiana’s investigations a study was made 
of the healing of the anastomosis, the histological 
findings, the influence of the operation on genital 
function, and its effects following prostatectomy. 
The experiments were performed on dogs because 
these animals are subject to the same prostatic hy- 
pertrophy and the same involution of the sexual 
organs as man. 

It was found that Boari’s operation does not cause 
any noteworthy changes in the structure of the 
prostate, testicle, or epididymis in the dog, even if 
one of the ducts implanted in the urethra becomes 
impervious. From the point of view of the preserva- 
tion of the structure and function of the sexual 
gland, the procedure is safe. 

One of the dogs operated upon, which was kept 
under observation for more than two years, retained 
potentia coeundi and in coitus ejaculated a fluid con- 
taining large numbers of living and very mobile 
spermatozoa, but the bitches covered in heat were 
not impregnated. 

While the operation would not have much practi- 
cal application in ordinary cases in which prosta- 
tectomy is performed, it would find an indication in 
those in which potentia coeundi is preserved and the 
vasa deferentia are injured. It may find a true in- 
dication also in the field of extensive traumatic 
lesions of the testicles, epididymis, and vas deferens. 
Instead of endeavoring to reconstruct the severely 
injured vas deferens, it would be more logical to per- 
form Boari’s operation to restore function. 

W. A. BRENNAN. 


Davis, E.: Perineal Prostatectomy. J. Am. M. Ass., 
1924, Ixxxiii, 1988. 

Caulk, J. R.,and Sanford, J. H.: The Cautery Punch 
Operation in the Removal of Vesical Neck Ob- 
structions. J. Am. M. Ass., 1924, Ixxxiii, 1903. 

Crosbie, A. H.: Notes on a Series of Prostatectomies. 
J. Am. M. Ass., 1924, |xxxiii, 1999. 


Davis reports thirty cases of perineal prostatec- 
tomy performed under sacral anesthesia. The ma- 
jority of the patients were given both epidura! and 
transsacral injections. There were only two deaths, 
one that of a man 77 years old and the other that of 
a man gr years old. Davis obtains postoperative 
hemostasis by using a distensible bag. Following the 
prostatectomy, the bag is inserted into the bladder 
through the prostatic urethra and internal] sphi: ter. 
After distention and traction for several hours the bag 
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is allowed to become deflated and collapsed, and after 
twenis four hours it is withdrawn. In none of the 
cases was there any delay in healing, interference 
with normal sphincter control, or epididymitis. 

Cavik and SANFoRD performed their cautery 
puncii operation on 175 patients, many of whom were 
under so years of age and several over 80 years of 
age. There were no postoperative reactions. Vesi- 
cal neck obstructions of the collar type have re- 
sponded satisfactorily to the cautery punch opera- 
tion. The technique is simple. The instrument is 
passed into the bladder like a cystoscope with the 
obturator withdrawn, the urine is evacuated, and 
the instrument is pulled outward and downward so 
that the obstruction at the vesical neck is drawn into 
the slot where it can be observed by reflected light 
and its type can be definitely determined. The slot 
having engaged the obstructing tissue, firm pressure 
is made and continued against the orifice. After the 
water in the bladder has been evacuated and all 
parts have been swabbed dry, infiltration with a local 
anesthetic is made along the base of the instrument. 
An assistant uses the cautery, and the operator 
burns through the orifice with a rotary motion of the 
instrument. The average time of burning is four 
seconds. 

In 88 per cent of the 175 cases thus treated com- 
plete relief of symptoms was obtained in eight weeks. 
Seventy per cent of the tight contractures were 
cured. Prostatic carcinoma seemed to be better 
cared for by the cautery punch with perineal radium 
implantation and deep X-ray therapy than by the 
usual method of prostatectomy. In previous com- 
munications Caulk estimated that 20 per cent of ob- 
structions could be relieved by this method; he now 
believes that at least 30 per cent are amenable tosuch 
treatment. 

CrosBIE emphasizes that in all cases of prostatic 
obstruction with a large quantity of residual urine 
free drainage must be promptly established, even 
if there is good renal function. He gives the types of 
anesthesia in decreasing order of preference as fol- 
lows: (1) spinal, (2) sacral, (3) local, (4) nitrous oxide 
oxygen, (5) ether. In 121 cases reported in this 
article, 111 were operated upon under spinal anes- 
thesia. Crosbie follows Young’s technique for per- 
ineal prostatectomy. A preliminary cystoscopic ex- 
amination is made routinely. Crosbie is opposed to 
packing the bladder after operation because of the 
danger of secondary haemorrhage after its removal 
and the danger of infection. Postoperative compli- 
cations were vesical calculi, strangulated hernia, 
secondary hemorrhage, stricture of the urethra, 
recto-urethral fistula, and incontinence of urine. 

JoserH S. E1senstaept, M.D. 


Dillon, J. R.: Tuberculosis of the Seminal Tract. 
J. Urol., 1924, xii, 479. 

The author reviews the reports of several series of 
cascs and shows that very often epididymectomy or 
castrution fails to remove all of the infected seminal 
traci 


He urges the removal of all of the infected seminal 
tract—epididymis, vas deferens, and seminal vesicles. 
H. W. PLacceMeyer, M.D. 


MISCELLANEOUS 


Cheinisse, L.: Intravenous Injections of Hexa- 
methylenetetramine for Postoperative Urinary 
Retention (Les injections intraveineuses d’hexa- 
méthylénetétramine contre la rétention post-opé- 
ratoire d’urine). Presse méd., Par., 1924, xxxii, 809. 


To combat postoperative urinary retention the 
intravenous injection of a 40 per cent solution of 
urotropin is employed routinely in certain German 
clinics, especially gynecological clinics. As reports 
based on series of 400 and 420 cases have been pub- 
lished, the number of cases studied is large enough to 
warrant conclusions as to the value of the method, 
to establish and limit the indications, to fix the 
technique, and to indicate the complications. 

The effect of intravenous injections of urotropin 
in the prevention of postoperative retention was dis- 
covered accidentally during an attempt made by 
Vogt to combat the untoward results of spinal 
anesthesia by this treatment. In 200 cases in which 
Vogt then used such injections to prevent post- 
operative retention there were no failures. Goetz ob- 
tained successful results with them in fifty cases. 
The injections were given immediately after the 
operation. The mechanism of their action is not 
clear. It is evident that the effect is not psychic be- 
cause Pasch injected ten patients with the same 
quantity of physiological saline solution without re- 
sult. Urotropin is not a diuretic. 

Eck reports that sixty-four oft 115 women voided 
spontaneously after operation without any treat- 
ment. According to Quack, spontaneous urination 
occurs in 60 per cent of cases after surgical inter- 
vention. Rosenberger reported that it occurred in 
66 per cent of his cases in which a laparotomy was 
performed and in 54.4 per cent of those in which a 
vaginal operation was done. Weinzierl stated that it 
occurred in 55 per cent of 1,008 gynecological cases. 

When urination is prevented mechanically, as by 
a large tumor or displacement (especially of the 
bladder), urotropin is ineffectual. Urinary retention 
secondary to vaginal operations for uterine cancer is 
also refractory to urotropin. Weinzierl reported that 
in forty-two cases of cancer of the cervix operated 
upon vaginally, intravenous injections of urotropin 
were effectual in five, only slightly beneficial in 
eight, and entirely without effect, even when repeat- 
ed, in twenty-nine. In fifty-one cases of vaginal oper- 
ations for prolapsus they were effective in 55 per 
cent. 

Weinzierl reported also that in 330 cases of post- 
operative retention after abdominal and vaginal 
operations, excluding the forty-two cases of cancer 
cited, the injections were effective in 81 per cent. 
Urination followed the injection in 87 per cent of the 
194 laparotomies in this series and 74 per cent of the 
136 vaginal operations. 
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Complete and painless voiding occurred also in all 
of twenty-eight cases of prolonged spontaneous de- 
livery reported by Weinzierl. In 420 obstetrical 
cases in which the injections were used by Schwab, 
there were twelve failures. From fourteen failures in 
forty cases Starlinger concluded that the method is 
uncertain; he therefore generally prefers catheteriza- 
tion. Most surgeons, however—even Eck who had a 
failure in 55 per cent of his cases—are more favor- 
able to the injections. 

In the early technique Vogt injected intravenously 
from 7 to 10 c.cm. of a 40 per cent urotropin solu- 
tion immediately after the operation. Subsequently 
he preferred to inject 5 c.cm. from eight to ten hours 
after the operation. He then obtained practically 
painless micturition, whereas an immediate post- 
operative injection often caused tenesmus. Goetz 
observed no difference in the effect dependent upon 
the time of injection, but recommends an immediate 
postoperative injection of 5 c.cm. and if spontaneous 
voiding does not result within ten hours, another in- 
jection of 5 c.cm. Exceptionally, in refractory cases, 
he gives an additional 5 or even 10 c.cm. the next day. 
To prevent tenesmus, Schwab has reduced the dose 
and finds that an injection of 2 c.cm. generally causes 
urination in from two to seven hours. Only in cases 
of failure does he inject 5 c.cm. on the following day. 
In very rare cases he makes a third injection of from 
5 to 8c.cm. 

Disadvantages of the procedure are that the uro- 
tropin may excite renovesical congestion with vesical 
pains, tenesmus, hematuria, etc. Cystitis occurred 
in two of fifty cases treated by Goetz. This disap- 
peared in from twelve to fourteen days. Weinzierl 
observed tenesmus in 4 per cent and hamaturia in 3 
per cent. The latter occurred after repeated large 
doses. Hamaturia occurred also in eight (1.9 per 
cent) of Schwab’s 420 cases, and in three it persisted 
for four days. 

Schwab states that to prevent complications small 
intravenous injections of urotropin should be given 
only after unavailing attempts to combat urinary re- 
tention by more simple means, notably the instilla- 
tion of 20 c.cm. of 4 per cent borated glycerine. If 
manifestations of irritable bladder (tenesmus, bloody 
urine) are noted, the injections should not be re- 
peated. Wa ter C. Burket, M.D. 


Leonard, V.: The Secretion of Bactericidal Urine 
and Disinfection of the Urinary Tract Follow- 
ing the Oral Administration of Certain Alkyl 
Derivatives of Resorcinol. J. Am. M. Ass., 1924, 
Ixxxiii, 2005. 


The lack of an efficient and adequate internal 
urinary antiseptic has led the author to present a 
new preparation—normal hexyl resorcinol—which is 
non-toxic in therapeutic doses, is administered by 
mouth, and retains decided bactericidal power when 
it is dissolved in acid or alkaline urines. The admin- 
istration of sodium bicarbonate with this drug is not 
advised. The crystals of the drug in enteric coated 
capsules are administered three times a day in doses 
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of from 0.33 to 1.0 or 2.0 gm. This usually causes g 
mild catharsis. In some cases very active catharsis 
may make it necessary to discontinue giving the 
drug. 

The preparation under discussion is more powerful 
as a germicide and less toxic than any substance 
heretofore suggested as a urinary antiseptic. It js 
chemically stable and non-irritating to the urinary 
tract. It is excreted by the kidney and is present 
in the urinary tract in sufficient concentration to 
exert an active bactericidal action. Chronic urinary 
tract infections due to bacillus coli and staphylococci 
have cleared up completely when no other treatment 
than the administration of hexyl resorcinol by mouth 
was given. No recurrences were noted when the 
treatment was discontinued for several months. 

Mavrice ME ttzer, M.D. 


Jones, S. G.: A Method of Demonstrating Tubercle 
Bacilli in the Urine. J. Am. M. Ass., 1924, lxxxiii, 
1917. 

Jones reports a new method of searching for tuber- 
cle bacilli in the urine. It is a modification of the 
dilution method. The technique is as follows: 

The urine is obtained by catheter from the bladder 
or kidney. A tube of urine is centrifugalized at a 
low speed for two or three minutes to remove the 
bulk of the pus and détritus. The supernatant 
cloudy fluid, containing a few pus cells and the bacil- 
li, is poured off, one-half is discarded, and the re- 
maining half is poured into a second centrifuge tube. 
To the half-filled tube, one-quarter volume of 95 
per cent alcohol and one-quarter volume of distilled 
water are added. This mixture is then centrifugalized 
at the highest speed for forty-five minutes until 
it is clear, the supernatant fluid is discarded, and a 
smear is made from the sediment obtained with a 
flamed wire loop. The smear is allowed to dry and is 
then fixed by being passed rapidly two or three times 
through a Bunsen flame. 

The centrifuge must be an electrically driven high- 
speed machine. When carrying a load of four tubes, 
it should make from 2,000 to 2,100 revolutions per 
minute, this producing a force 1,077 times that of 
gravity. 

The Ziehl-Neelson stain is employed. 

Josep S. E1senstaept, M.D. 


Loewenstein, E.: A Contribution to the Bacteri- 
ological Study of Tuberculosis of the Uro- 
genital Tract (Beitrag zum_ bakteriologischen 
Nachweis der Urogenital-tuberkulose). Zéschr. f. 
urol. Chir., 1924, XV, 255. 

For the demonstration of tubercle bacilli in the 
sputum and urine the author recommends cultural 
methods. 

To kill the associated bacteria he uses, not anti- 
formin with which he has usually obtained poor 
results, but 40 per cent sulphuric acid or 35 per cent 
sodium hydroxide. The sputum is placed in five 


times its quantity of this solution. As a nutritive 
medium, glycerined potato is used. 
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Qf thirty tuberculous sputa, all yielded a pure 
culture. Very noteworthy was the fact that of four- 
teen urine sediments examined three gave a positive 
culture although animal experiments with the sedi- 
ments were negative. The culture method is there- 
fore more reliable than animal experimentation. In 
a number of cases bacilli were found which were 
pathogenic to man but did not cause the disease in 
guinea pigs. These were avian tubercle bacilli which 
in man may cause a characteristic disease picture 
resembling that of sepsis with a chronic course over 
a period of months and years and causing character- 
istic changes in the various organs. Bruet (Z). 


Blanc, H.: Urotropin and Methylene Blue in Uri- 
nary Tuberculosis (L’urotropine et le bleu de 
méthyléne dans la tuberculose urinaire). J. d’urol. 
méd. et chir., 1924, xviii, 328. 

According to Falk and Sugiura from 40 to 50 per 
cent of urotropin is eliminated normally in the urine. 
Much less is eliminated in renal insufficiency, and 
none in acute nephritis. Urotropin is indicated in 
pyelonephritis, pyelitis, cystitis, chronic posterior 
urethritis, and urinary infection. Albano employs it 
in chronic inflammatory lesions of the kidney, but 
advises against its use as a functional test in any 
acute inflammatory process because the liberated 
formaldehyde has an irritating action on injured 
renal epithelium. 

Blane considers urotropin distinctly contra-indi- 
cated in all forms of urinary tuberculosis as it ag- 
gravates renal and vesical pain and occasionally 
causes hematuria. A tuberculous kidney is a de- 
ficient kidney which is functionally insufficient but 
capable of excreting urotropin even when it cannot 
excrete phenolsulphonephthalein or methylene blue. 
Renal tissue in the process of disintegration is un- 
able to withstand the action of a strong antiseptic 
without reacting more or less violently. Therefore it 
is important to rule out urinary tuberculosis before 
urotropin is administered. 

Marion has had favorable results from the use of 
methylene blue in the treatment of urinary tubercu- 
losis. Methylene blue has a selective affinity for liv- 
ing chromatin and for axis cylinders of nerve fibers 
and, like urotropin, is eliminated chiefly by the kid- 
ney. It stains all of the urinary tract, and through its 
intimate contact with the renal and vesical tissue 
exerts an antiseptic and analgesic action. Under 
treatment with methylene blue, the pain subsides 
rapidly, the frequency of urination decreases, and 
the bladder capacity increases noticeably. Following 
such treatment Blanc has never observed thé ver- 
reat gastralgia, dysuria, and albuminuria noted by 

xalliard, 

Blanc states that the use of methylene blue is a 
good palliative and carminative treatment for uri- 
nary tuberculosis, although an established vesicorenal 
tuberculous lesion has never been made to disappear 
by it. Methylene blue treatment should be given 
whether the patient requires operation or not. 

Watter C. Burket, M.D. 
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Chute, A. L.: Difficulties in Distinguishing Between 
Urinary Stones and Calcified Abdominal 
Glands. Boston M. &S.J., 1925, excii, 151. 

The author reports a group of cases in which the 
patient’s symptoms and the primary X-ray pictures 
suggested ureteral calculi, but further investigation 
by roentgenographic catheter and pyelogram proved 
the suspicious shadows to be calcified abdominal 
pelvic glands. 

The pus and blood in the urine in some of these 
cases proved to be due to pyelitis. This condition 
cleared up promptly on treatment. The author be- 
lieves the calcified glands do not in themselves cause 
symptoms, but that the pain is due to acutely in- 
flamed glands which have not reached the terminal 
stage of calcification and do not show in the X-ray 
plate. These calcified glands are often mottled in 
appearance and irregular in shape as distinguished 
from urinary calculi, and may show considerable 
mobility in different roentgenograms. These are 
doubtless calcified glands situated in the mesentery 
which allows them to change their position. 

A shadow over the renal area is proved to be extra- 
renal if it changes its position in relation to the kid- 
ney shadow on a plate taken during deep inspiration. 

As these calcified glands do not cause symptoms, 
there is no reason for their surgical removal. 

Henry L. Sanrorp, M.D. 


Lau, F. T.: Recurrent Calculi in the Urinary Tract. 
J. Am. M. Ass., 1925, \xxxiv, 272. 


Lau urges a most thorough study of cases of 
urinary calculus before nephrectomy is decided upon 
as the operation of choice. In two cases of recurrent 
calculus in the author’s series, nephrectomy had been 
done before Lau saw the patient. In one it was done 
for calculi and in the other for hydronephrosis. In 
both instances, large calculi in the remaining kidney 
caused the author to speculate as to whether at least 
partial function might not have been restored in the 
kidney that had been removed. 

A postoperative roentgenographic examination 
should be made as a routine before the patient leaves 
the hospital and at definite intervals thereafter. 

The operative technique should include measures 
to prevent the suture from acting as a point of de- 
posit for urinary salts and all known methods should 
be used to guard against the leaving of a calculus 
behind. Obstruction or stasis due to adhesions from 
previous laparotomies or trauma and any other con- 
ditions causing pressure upon the ureter should be 
relieved. 

The chemical composition of all removed calculi 
should be studied with the object of correcting faulty 
metabolism and urine reaction 

Obstruction and stasis may usually be corrected 
or alleviated by dilatation or ureteral constrictions 
and kinks by indwelling catheters or bougies. 

Infection is to be recognized as a factor in recur- 
rence and treated by routine lavage. 

Foci of infection in the teeth, tonsils, prostate, and 
sinuses should be removed. 
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Conservatism should be practiced in considering 
nephrectomy in cases in which there is a possibility 
of restoring function, particularly those with a his- 
tory of, or tendency toward, bilateral involvement. 

Louis Neuwe tt, M.D. 


Bugbee, H. G., and Wollstein, M.: The Surgical 
Pathology of the Urinary Tract in Infants. J. 
Am. M. Ass., 1924, Ixxxiii, 1887. 


In 4,903 autopsies at the Babies Hospital, New 
York, the following anomalies and conditions were 
found: 

1. Fused kidney, three cases. 

2. Renal displacement, six cases. Recognition of 
this condition is of importance in the diagnosis of 
abdominal tumor because of the associated suscepti- 
bility to infection and hydronephrosis. 

3. Rudimentary kidney, fifteen cases. In all but 
one case the opposite kidney was normal. 

4. Congenital polycystic kidney, four cases. In 
three cases both kidneys were cystic. 

5. Horseshoe kidney, ten cases. In nine of these 
cases the lower poles were united. This type of 
anomaly presents an easily palpable abdominal mass 
and is associated with anomalous vessels and 
ureteral dilatation. 
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_6. Nephrolithiasis, thirteen cases. Many indef. 
nite colics in infants may be due to this cause. 

7. Pyonephrosis, nine cases. In two cases the 
condition was unilateral. The condition was caused 
by an impacted ureteral calculus, stricture of the 
ureter, or marked enlargement of the verumon. 
tanum which blocked the posterior urethra. The 
author has previously reported ten cases due to 
hypertrophy of the verumontanum. 

8. Hydronephrosis, forty-four cases. Fewer than 
one-third of the infants with this condition lived 
longer than six months. The most common cause 
was a valve formation of the mucous membrane 
forming an obstruction to the outflow of urine from 
the ureter or from the bladder. The next most 
common cause was hypertrophy of the verumon- 
tanum. In nine cases the cause was not discovered, 

g. Redundance of pyramids and papill«, five 
cases. The enlarged kidney presented nine or ten 
pyramids and the renal pelvis was diminished in size. 

The authors wish to stress the importance of a 
urological examination of all infants presenting an 
abdominal tumor mass or suffering from obscure 
abdominal colics, disturbance of urinary function, 
hematuria, or persistent pyuria. 

Maurice ME ttzer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bloodgood, J. C.: The Differential Diagnosis of Peri- 
osteal Bone Lesions. Radiology, 1924, iii, 432. 


Most periosteal lesions, both benign and malig- 
nant, attack the shaft rather than the epiphysis, 
while central lesions are almost equally divided be- 
tween the shaft and the epiphysis. Fracture is oc- 
casionally confused with sarcoma, but except in the 
late stages, when the diagnosis presents no difficulty, 
fracture is very unusual in cases of periosteal sar- 
coma. In fracture, the ‘‘pin callus” marrow shadow 
can usually be seen. ; 

Osgood-Schlatter’s disease, which is occasionally 
coniused with sarcoma, shows normal bone beneath 
the injured epiphysis. Comparison of the injured 
leg with the normal leg will usually clear up any 
doubt as to the nature of the lesion. 

Tuberculosis usually involves the epiphysis near 
the joint. Asa rule the destructive areas are multiple 
in one bone and very frequently they involve both 
bones of the joint. These facts practically exclude 
sarcoma. 

To distinguish syphilitic periostitis from sarcoma a 
Wassermann test would always be made, and in the 
absence of a positive Wassermann reaction the ther- 
apeutic test should be tried. The presence of multi- 
ple lesions and of other signs of syphilis and a careful 
study of the roentgenogram will aid in ruling out 
sarcoma. CHesTeR C. SCHNEIDER, M.D. 


Beye, H.L.: Errors in the X-Ray Diagnosis of Oste- 
ogenic Sarcoma. An. Surg., 1924, Ixxx, 730. 


The author states that in the cases submitted for 
registration in the registry of sarcoma of the long 
bones which was instituted by Codman the error in 
diagnosis has been approximately 50 per cent. 

The value of the X-ray findings in the diagnosis 
has been over-emphasized. The roentgen picture 
should be considered only in conjunction with the 
other clinical data available. Pyogenic, tuberculous, 
and syphilitic osteomyelitis may so closely resemble 
osteogenic sarcoma in the X-ray plate as to be prac- 
tically indistinguishable from it. 

In a case of suspected osteogenic sarcoma ampu- 
tation should not be done until the X-ray examina- 
tion fails to reveal metastases in the chest and in- 
cision into the tumor establishes the identity of the 
growth. In inoperable cases, roentgen-ray and ra- 
dium treatment combined with Coley’s toxins may 
be tried. 

One of the two cases of erroneous diagnosis which 
are reported by the author was a case of tuberculous 
osteomyelitis of the head of the humerus and the 
other a case of pyogenic osteomyelitis of the head 


and neck of the femur. During life, both conditions 
were diagnosed as osteogenic sarcoma, the true 
nature of the growth being discovered only at au- 
topsy. CHESTER C. SCHNEIDER, M.D. 


Kerr, J. R.: Invalidity from Chronic Joint Disease. 
Lancet, 1924, ccvii, 1217. 


Figures obtained from the Ministry of Health, 
England, show that chronic joint diseases cost about 
$4,800,000 a year in sick benefits, and about 1,500,000 
weeks of work a year. 

The great majority of persons with chronic joint 
disease are over 35 years of age, and 80 per cent of 
these give no history of acute rheumatic fever. It is 
therefore concluded that persons who had the acute 
trouble in youth are not predisposed to the chronic 
type in later years. 

It is assumed that the synovia is the tissue first 
attacked by the disease, and that destruction of car- 
tilage and bone occurs only when the synovia fails to 
resist the invasion and becomes sclerosed, devas- 
cularized, and fibrous. In the late stages of the 
disease all of the soft parts and joint spaces are re- 
placed by bone. 

A typical case cited was that of a 48-year-old 
woman who was bedridden for six months because of 
swollen, painful, contracted knees. Roentgenograms 
revealed no bony change, yet the patient was totally 
disabled, requiring constant attendance. The condi- 
tion causing the disability was a chronic villous hy- 
pertrophy of the synovia. This hypertrophy yielded 
readily to treatment. The knees were very cau- 
tiously straightened, and intensive physiotherapy, 
including heat, was administered to improve the 
blood supply. 

About one in every 100 working women between 
45 and 55 years of age suffer from chronic joint 
trouble, and if they are not treated early and proper- 
ly, many of them become a charge on the country. 
Patients in better financial circumstances often 
prove not much more fortunate because they waste 
their time going from one place to another, trying 
various resorts without benefit. Sometimes a pre- 
disposing cause such as pronated feet or knock- 
knees may be found. A history of trauma is often 
obtained. 

In selected cases, especially in laboring men, 
synovectomy is indicated. Through a split-patella 
incision the entire suprapatellar pouch with its hy- 
pertrophied villous synovia is excised in one mass. 
The posterior compartment of the joint is cleared 
out as much as possible. Active and passive move- 
ment is begun on about the tenth day. The results 
from the operation have been such as to encourage 
its application to earlier cases. 

A. Crark, M.D. 
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Kanavel, A. B.: Splinting and Physiotherapy in In- 
fection of the Hand. J. Am. M. Ass., 1924, Ixxxiii, 
1984. 

The immediate problem of overcoming an infec- 
tion of the hand is so likely to overshadow the ques- 
tion of the ultimate function that the surgeon may 
neglect what to the patient is the paramount con- 
sideration. From the inception of the treatment 
procedures should be instituted that prevent ad- 
hesions and disability. 


Position of function 


The author believes that the fingers and hand 
should have active and passive movements daily, at 
least after the first forty-eight to seventy-two hours. 
Continuous hot moist dressings are contra-indicated 
after the danger of extension of the infection is over. 
Their use for two or three days after incision will 
usually be sufficient. After hot wet dressings are 
discontinued, bathing the hand in warm sterile water 
for fifteen minutes and baking it under an electric 
light for a half hour thereafter three times daily will 
help to overcome the infection and reduce the con- 
gestion. 

The most important factor is the maintenance of 
the hand in the “position of function” throughout 
the treatment. The hand should be maintained in 
dorsal flexion at the wrist at an angle of 45 degrees; 
the phalanges at the metacarpophalangeal and 
phalangeal joints should be flexed to the same angle; 
and, most important, the thumb should be abducted 
from the palm, adducted toward the ulnar side of the 
hand, and rotated so that its flexor surface is op- 
posite the flexor surface of the index finger. This 
position should be maintained throughout treatment 
except when the hand is undergoing physiotherapy. 

If the hand is kept in the *‘ position of function,” 
even though only a minimum of motion of the fingers 
and thumb is retained, the patient will still have a 
useful hand for gross purposes. If only one finger is 
involved and it is evident that its tendon will be 
lost or ankylosis of the joints will follow, the finger 
should be held flexed at the metacarpophalangeal 
and interphalangeal joints in about 30 degrees of 
flexion. 

In many disabilities, much can be done by non- 
operative procedures, so much, in fact, that many 


types previously subjected to operative procedures 
are now treated entirely by these simpler methods, 
Non-operative treatment consists in physiotherapy 
supplemented by the use of various types of splints 
designed to bring the hand and fingers into the “ po- 
sition of function,” stretch tendons and fibrosed 
muscles, and mobilize adhesions. No single splint 
will meet the requirements in all cases. 

It should be always borne in mind that the vitality 
of the tissue is low and that such hands will not bear 
the pressure that can be borne by ordinary tissue. A 
splinted hand should be examined daily. Gentle, 
constant traction or pressure should be established. 
This may be obtained by means of elastic bands or 
springs, or by packing between the splint and the 
part whose position is to be corrected. Forcible man- 
ipulation followed by the application of splints is 
generally inadvisable. 

Physiotherapy consists in massage of scar tissue, 
diathermy, the development of muscle function by 
massage, stimulation with the galvanic and faradic 
current, and passive and active motions. The use of 
apparatus, devices, or machines directed to the same 
ends, such as for instance, the use of the typewriter, 
the piano, dumb-bells, pulleys, and ladders, in fact 
any device that will stimulate the patient to use the 
hand in a purposeful manner and sustain his interest, 
is of the utmost importance. 

The article is supplemented by numerous cuts 
showing various types of splints. 

Car_ D. Ne mHoLp, 


Helweg, J.: Trigger Finger in Patients Suffering 
from Polyarthritis (Schnellender Finger bei 
Kranken mit Polyarthritis). Ugeskr. f. Leger, 1924, 
Ixxxvi, 546. 

Among 413 patients suffering from polyarthritis 
Helweg found twenty-one with trigger finger. From 
this fact he assumes that arthritis creates a precis- 
position to the latter condition and that numerous 
slight traumata cause deposits on the tendons or 
narrowing of the tendon sheaths. Massage is very 
beneficial and may effect a cure. Draupt (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Magnus, G.: Substitution of the Rectus Abdominis 
for the Iliopsoas Muscle (Ueber den Ersatz des 
Musculus iliopsoas durch den Musculus rectus ab- 
dominis). Arch. d. orthop. u. Unfall-Chir., 1924, 
xxili, 208. 

In 1918 the author and Mueller attempted to use 
the intact rectus abdominis muscle of a paralyzed 
side as a substitute for the functionless iliopsoas. \t 
that time he was not successful. His recent attempts 
at Jena have given results. The previous failure is 
attributed to faulty technique producing insufficient 
tension on the muscle. 

In the operation now performed a longitudinal 
incision is made over the rectus abdominis and the 
muscle is exposed to its insertion in the bone. It is 
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then mobilized, separated with a piece of periosteum 
or bone, and removed from its sheath, the sheath be- 
ing closed behind it. A second longitudinal incision 
is then made parallel and lateral to the first, extend- 
ing below the inguinal ligament lateral to the femoral 
artery and continued into Scarpa’s triangle. The 
iliopsoas is exposed and divided obliquely immediate- 
ly below Poupart’s ligament. Tunnelling is then 
done under the bridge of skin between the two in- 
cisions and the mobilized rectus and divided iliopso- 
as are united in front of the inguinal ligament and 
directly below the skin with strong tension. 

The flaccidly paralyzed iliopsoas muscle may be 
substituted by the rectus abdominis of the same 
side. The suture should be made under strong ten- 
sion. The results in three cases have been very en- 
couraging. Grass (Z). 


Antelawa, N.: The Surgical Treatment of Tubercu- 
losis of the Hip and Its Late Results (Ueber die 
chirurgische Behandlung der Hueftgelenktuberku- 
lose und ihre Spaetresultate). Arch. f. klin. Chir., 
1924, CXXX, 275. 


Statistics on tuberculosis of the hip in the Berlin 
Charity Clinic during the period from 1899 to 1920 
show that of 179 cases, 56.5 per cent were treated 
conservatively and 43.5 per cent were treated by 
operation. The surgically treated cases were those 
with extensive osseous foci, sequestra formation, 
fungoid inflammation of the joint, fistula formation, 
fever, poor general health, and contractures. 

Most of the patients were in the first and second 
decades of life. An injury was the exciting cause in 
17 per cent of the cases. Lordosis was present in 21 
per cent and a shortening of from 4 to 12 cm. in 33 
per cent. In 8.9 per cent the diseased joint was anky- 
losed. 

Twenty-six of the patients operated upon were 
completely cured by the first operation, and 12 per 
cent were cured after a second operation. Two pa- 
tients whose hips were stiff were able to serve through 
the war. Koentc(Z). 


Mayer, L.: The Surgical Treatment of Paralytic De- 
yr repeal of the Foot. Am. J. Surg., 1924, xxxviii, 
289. 

This article begins with a review of the history of 
the surgical treatment of paralytic deformities of the 
foot from the first attempts at tendon transplanta- 
tion by Nicoldoni in 1880 to the stabilizing opera- 
tions of Whitman, Davis, and Hoke. 

Paralytic flat-foot of Type 1 is characterized by 
weakness of the anterior tibial muscle only. When 
such a foot is placed in a cast in extreme supination, 
the weakened muscle frequently recovers strength 
enough to render surgical intervention unnecessary. 

In paralytic flat-foot of Type 2 muscle strength 
cannot be restored by casts or muscle training. How- 
ever, there is no change in bony structure, and all 
that is necessary is the restoration of muscle balance. 
This is done by transplanting the peroneus longus 
over to take the place of the anterior tibial. The 


gliding sheath of the tendon is carefully preserved 
and the peroneus is not exposed until the new bed 
for it is ready. Long exposure of the tendon may 
vitiate a good result. The technique (Biesalki- 
Mayer) is described in minute detail. 

In the third type of the condition there is very 
marked flat-foot with paralysis of all of the supinat- 
ing muscles. In such cases the Hoke stabilizing op- 
eration is done first. The articular cartilage of the 
excised head of the astragalus and of the scaphoid is 
removed. The stump of the neck is reshaped so that 
it points outward instead of inward, and a wedge is 
removed from the inner side of the calcaneo-astrag- 
alar articulation. When the head’ of the astragalus 
is replaced it is put in toward the outer side of the 
foot instead of in its original position on the inner 
side, in order that the downward thrust of the body 
weight may fall outside of the midline of the foot. 

The peroneus longus is then transplanted into the 
tibial insertion as described. If the peroneal ten- 
dons are not strong, all of the toe extensors are cut 
from their insertions and transplanted to the ante- 
rior tibial insertion. 

Paralytic club foot of Type 1, a mild varus de- 
formity, is corrected by putting the foot in a cast 
in extreme valgus position. 

Type 2 is a marked varus deformity with (a) the 
anterior tibial strong, or (b) the anterior tibial para- 
lyzed. When the anterior tibial is strong a Hoke 
operation is done, the head of the astragalus is re- 
placed toward the inner side, and a wedge is removed 
from the outer aspect of the calcaneo-astragalar ar- 
ticulation. The anterior tibial is then transplanted 
to the base of the fourth and fifth metatarsals after 
it has been cut its full iength and passed through 
the sheath of the extensor longus digitorum. The 
foot is put up in maximum varus and dorsal flexion. 
When the anterior tibiai is paralyzed the bone archi- 
tecture is remodeled as in cases in which it is strong, 
and the paralyzed tendons are then drawn through 
a drill hole in the tibia and secured tight enough to 
hold the foot in varus and dorsal flexion. 

It was for paralytic calcaneocavus that the Whit- 
man astragalectomy was originally devised, but this 
operation has been discarded by the author because 
it shortens the leg. 

Instead, a Hoke stabilizing operation is done. The 
head of the astragalus is removed and not replaced, 
room being thus left to force the anterior part of the 
foot backward. If properly done, this procedure 
establishes a bony check to dorsal flexion. Through 
the same incision the peroneal tendons are exposed. 
The patient is then turned in the prone position and 
through a V-shaped incision over the heel the per- 
oneal and the flexor longus hallucis tendons are trans- 
planted into the os calcis. In applying the cast the 
heel should be forced upward toward the knee and 
when that part has hardened, the anterior part of the 
foot should be forced upward to correct the cavus 
deformity. 

In paralytic equinus, if the Achilles tendon is too 
short to be stretched, it is cut, either by the Z in- 
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cision or by the Jones’ method (transverse tenotomy 
and bridge suture). If the extensors are completely 
gone the peroneals may be transplanted to the dor- 
sum of the foot, the longus to the mesial and the 
brevis to the lateral side. If the peroneals are too 
weak, a bone block may be established on the os 
calcis posterior to the astragalus, either by the Camp- 
bell method of implanting small bone grafts or by 
driving one large autogenous graft into the os calcis. 
In the after-treatment of all of these cases very 
careful muscle re-education is necessary. Braces must 
be worn during the day, the splints at night to sup- 
port the foot. A. Ciark, M.D. 


FRACTURES AND DISLOCATIONS 


Bonn, R.: Primary Suture in Open Fractures of the 
Extremities (Ueber den primaeren Nahtverschluss 
bei offenen Knochenbruechen der Extremitaeten). 
Arch. f. orthop. u. Unfall-Chir., 1924, xxiii, 151. 


Since the introduction of Lister’s methods and 
since Volkmann’s time, the attempt has been made 
in the treatment of compound fracture to change 
the open fracture into a closed fracture. The methods 
used have changed but their object has remained the 
same. The names of Bramann, Itzerott, Trendelen- 
burg, Reimann, and Freund represent the different 
steps along the way. 

The author reports his experience in the last three 
years with the method of primary suture in cases of 
complicated fracture treated at the Frankfort 
Clinic. 

The treatment begins with primary wound excision 
by Friedrich’s method. All of the operations are 
done under general, lumbar, or conduction anas- 
thesia. Local anesthesia does not give sufficient 
muscular relaxation. The application of an Esmarch 
bandage is essential because only by this means can 
all soiled and damaged tissue in the depth of the 
wound be recognized with certainty.and removed. 
After secondary excision, the entire cavity is treated 
with iodine or irrigated with rivanol. 

It is not necessary in all cases to reduce the broken 
bone by cutting down upon the fragments them- 
selves. Even in cases in which the wound leads to 
the fracture, traction and counter-traction are often 
sufficient for reduction of the fragments without 
direct instrumental manipulation. When necessary 
to maintain the position of the bones, the fragments 
are impacted or dove-tailed. If fixation appears 
essential, heavy catgut is used in the form of bone 
sutures. All fractures primarily treated with wire 
sutures or Lane plates showed a marked delay in 
callus formation, and in two cases a pseudarthrosis 
resulted. 

After alignment of the fragments, the muscle and 
attached periosteum are united over the bone with 
deep catgut sutures. Accurate suture of the fascia is 
not always possible after extensive excisions, but an 
exact and tension-free skin suture is of importance. 
The latter can be obtained in some cases only by 
making long relaxing incisions. If there is doubt as 


to whether all of the contaminated tissue has been 
removed or if more than eight hours have passed 
since the injury, one or more drains are inserted. 
Open joint fractures have demonstrated that in 
many cases chemical antiseptics (vuzin and rivanol) 
together with wound excision, suture, and immobili- 
zation will prevent wound infection. With regard 
to the employment of foreign materials the author 
states that he has obtained less unfavorable results 
in joint fractures than in diaphyseal fractures. 

In the after-treatment absolute immobilization of 
the injured limb for at least three weeks is necessary. 
Immobilization is best obtained with a circular 
plaster cast, even in fractures of the upper extremity 
for which, ordinarily, splints are employed. The two 
joints near the fracture must also be immobilized. 
For convenience in approach and inspection of the 
wound, the author uses ringed or bridged casts in 
preference to casts with windows. 

The seventeen cases reviewed included seven 
cases of fracture of the lower leg, four of which were 
cured and three of which required amputation; one 
fracture of the femur,-which was cured; five forearm 
fractures, four of which were cured and one of which 
developed a pseudarthrosis of the radius; three 
fractures of the knee joint, all of which were cured 
with good function; and one comminuted fracture 
of the calcaneus, which was cured. Some of the 
failures can be attributed to technical errors which 
may be avoided in the future. ZILLMER (Z). 


Petersen, H. A.: An Experimental Study of Un- 
united Fractures, with Especial Reference to 
the Inorganic Bone-Forming Elements in the 
Blood Serum. Bull. Johns Hopkins Hosp., Balt.. 
1924, XXxv, 378. 


In a study of patients with delayed union of frac- 
tures the blood was found to have a low calcium and 
phosphorus product. With these observations as a 
basis, experimentation was carried out on normal 
dogs. Twenty animals were given a diet intended to 
reduce the phosphorus content of the serum. Frac- 
tures were produced and healing observed, the find- 
ings being compared with those in normal animals. 
The progress of the union of the fractures was stud- 
ied by frequent X-ray examinations. 

In this study it was found that the calcium and 
phosphorus product is much higher in the dog than 
in man. The calcium content is the same, but the 
phosphorus is much higher. Changes resulting from 
a deficient diet are demonstrable sooner in the serum 
of older animals than in younger ones, but the ulti- 
mate effect is the same. 

In the healing of fractures there is a definite rela 
tionship between the concentration of the inorganic 
bone-forming elements in the serum and the rate ol 
repair. If the phosphorus content of the blood serum 
of the dog is reduced to such a degree that the prod- 
uct of the calcium and phosphorus is less than 39, 
fractures will not unite. If the phosphorus and cal- 
cium-phosphorus product are again raised to normal 
level, union will result. S. Rerc, M.!). 
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Firor, W. M.: The Use of Plaster in the Treatment 
of Fractured Femurs. Bull. Johns Hopkins Hosp., 
Balt., 1924, XXXV, 412. 


This article reports a study of fractures of the fe- 
mur treated at the Johns Hopkins Hospital. The 
general conclusions drawn are that immediate im- 
mobilization in a plaster spica does not give satis- 
factory results in patients over 14 years old, but in 
children gives results as good as those obtained by 
overhead extension. By the use of early immobiliza- 
tion in casts after a short period in extension the 
time spent in the hospital is reduced. 

There were 102 cases treated by immediate re- 
duction under anesthesia and the application of a 
spica cast. Twenty-two of the patients were over 14 
years of age, twenty-seven between 7 and 14 years, 
and fifty-three 7 years old or younger. 

In 1889, on Halsted’s service, Buck’s extension 
was apparently the only method used. The fracture 
was usually reduced on the second day under chloro- 
form anesthesia. Coaptation splints and Buck’s 
extension were then applied. In ten weeks these 
were removed, and four or five weeks later the pa- 
tient was able to walk. 

In 1898 Cushing first used a plaster spica after re- 
duction in a recent case with excellent results. This 
method was then used more frequently. In the same 
year, a 3-year-old child was treated by overhead 
extension instead of the usual horizontal extension. 
This was maintained for six weeks. The result was 
excellent function and only 0.5 cm. of shortening. 
Since 1898 this has been the method of choice for 
children. 


The present method, designated as early immobi- 
lization in plaster, is as follows: 

If the patient is under 2 years of age the fracture 
is immediately reduced and a double plaster spica is 
applied, and if the position is good, the patient is 
sent home two days later. In the cases of patients be- 
tween 2 and 14 years of age a Thomas splint is first 
applied and the patient made comfortable for two or 
three days. The fracture is then reduced under ether 
anesthesia and a double spica is applied. If reduc- 
tion is satisfactory the patient is sent home two days 
later and is visited every week by a nurse. After 
from seven to nine weeks the cast is removed, and 
two weeks later crutches are used. In the cases of 
patients over 14 years of age a Hodgen splint is used 
for three weeks, a plaster spica is then applied, and 
the patient sent home and treated as described. 

Of seventy-one children under 14 years of age 
twelve required more than one closed reduction and 
cast. Results from the use of Buck’s straight ex- 
tension show that of fifty-six patients treated by this 
method, seven required an open operation. Of the 
remaining forty-nine, final measurements were ob- 
tained for thirty-six; fifteen of these had a shorten- 
ing of 1.5 cm. or more. 

The average stay in the hospital was as follows: 
Buck’s extension method, .sixty-five days, open 
operation cases, fifty-seven days, overhead-exten- 
sion fifty days, plaster spica (early and immediate 
immobilization) in cases of patients over 14 years of 
age, thirty-four days, and in cases of patients under 
14 years of age, fourteen days. 

A. Cvark, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Telford, E. D., and Stopford, J. S. B.: Thrombo- 
Angiitis Obliterans. Brit. 17. J., 1924, ii, 1035. 


This article is a report of four cases of thrombo- 
angiitis obliterans observed within one year. The 
patients were men aged 40, 52, 37, and 45 years. The 
duration of the symptoms ranged from one to eleven 
years. One supracondylar amputation was done 
because of gangrene in each of three cases. 

The patient with an eleven-year history was 
operated upon for perforated duodenal ulcer and 
made a good recovery. The common, internal, and 
external iliac arteries were found totally thrombosed. 

The article contains five figures showing histolog- 
ical sections from the vessels of the amputated legs. 

The changes found in the three limbs examined 
after amputation corresponded closely to those de- 
scribed by Buerger, and showed the various stages 
of the disease. At the outset there appears to be a 
lymphocytic instead of a polynuclear leucocytic 
invasion of the coats of the arteries and veins. The 
cells are replaced by fibrous tissue and new vessels 
are seen extending through the adventitia to the 
media. While these changes are occurring, parts of 
the lumen become occupied by a clot which is 
organized gradually. In the obliterating connective 
tissue a number of small channels are found which 
have a lining of endothelium; surrounding this, some 
of them have a thin coat of smooth muscle. 

After the thrombosis has occurred and_ while 
organization is proceeding, collections of lympho- 
cytes not unlike tubercles often make their appear- 
ance and persist until they are replaced by fibrous 
tissue. There is commonly some irregular thickening 
of the intima, but as a rule only very slight prolifera- 
tion or fibrillation of the internal elastic lamina. At 
a later stage the fibrous tissue in the lumen has a 
denser appearance, but this may be due, at any rate 
partly, to the contraction of the newly formed 
fibrous tissue in the media and adventitia, which not 
infrequently shows hyaline or other degenerative 
changes. This contraction may be an important 
factor in the production of gangrene since it leads to 
compression and occlusion of many of the newly 
formed smaller channels in the connective tissue in 
the lumen. 

The authors regard this rare and very grave dis- 
ease as a definite clinical entity. Of its cause nothing 
is yet known. 

At present the treatment can be only such as is 
dictated by the low vitality of the limb—rest, mas- 
sage, and, above all, protection from injury. It is 
essential that a correct diagnosis be made early as 
otherwise harmful and even disastrous treatment 
may be applied. One of the authors’ patients sus- 


tained a trivial electrical burn which took no less 
than eighteen months to heal, and another was in 
danger of losing his limb because he was advised by 
his physician to apply hot turpentine stupes. , 
When gangrene eventually ensues nothing less 
than a supracondylar amputation of the thigh is 
indicated. The popliteal bifurcation is nearly certain 
to be blocked, and to amputate at a lower level is to 
court disaster. Cart R. STEINKE, M.D. 


Turrettini, G., and Guder, R.: A Case of Aortic Em- 
bolism of Mitral Origin; Operation (Un ca: 
d’embolie aortique d’origine mitrale; opération. 
Rev. méd, de la Suisse rom., 1924, xliv, 730. 

The patient whose case is reported was a woman 
40 years of age who for ten years had had a progres- 
sive mitral stenosis and for the last five vears had 
had occasional attacks of cardiac asthma. She was 
brought to the hospital because of symptoms of 
alarming decompensation. 

The typical symptoms and physical signs of mitral 
stenosis were found. The pulse rate varied between 
114 and 120. After two days in the hospital the 
rhythm became regular, but the rate increased to 160 
and an electrocardiogram revealed auricular flutter 
with periods of fibrillation. 

Under treatment with digitalis the heart rate fell 
during the next five days to 56 and the rhythm be- 
came slightly irregular. After a week the patient 
seemed better. 

She was then suddenly seized with violent pain in 
the abdominal and lumbar regions. The lower ab- 
domen, and particularly the lower extremities, be- 
came mottled with livid patches. Complete para- 
plegia and anesthesia of the legs developed with loss 
of the achilles, plantar, and abdominal reflexes. The 
pulsation of the femoral arteries was scarcely per- 
ceptible on the right side and abolished on the leit. 

The patient was immediately operated upon under 
ether anesthesia in the Trendelenburg position. 

The common iliac arteries were found firm to the 
touch and only the right pulsated feebly. The aorta 
was clamped with a protected hamostat and « 2-cm. 
incision was made in the left common iliac artery. A 
slightly adherent clot was removed at this point. and 
by gentle massage numerous others were recovered 
from the two iliacs, the lower aorta, and the leit hypo- 
gastric artery. The vessel was closed with fine silk. 

After the operation the pulse and muscle tone were 
restored in both legs and voluntary movemcit was 
possible in the right, but considerable local cyanosis 
remained. 

Death occurred on the following day. A.topsy 
revealed mural thrombi in the left auricle and »teno> 
ing mitral endocarditis. The wound in the ilia 


artery was covered by a clot the size of a bea. 
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[n commenting on this case, the authors express 
the opinion that the auricular flutter could not have 
been the exciting cause of the embolism, and that 
probably the sole factor was the stenosis with dila- 
tation of the left auricle. 

There is on record only one successfully treated 
case of embolic obliteration of the aorta. 

Massage gives surprising results, but is scarcely 
applicable to any vessel other than the femoral 
artery. 

‘The treatment should be begun as soon as possible 
because distal propagation of the clot occurs rapidly 
and extensively. 

The differential diagnosis must exclude throm- 
bosis. Abert F, DeGroat, M.D. 


BLOOD; TRANSFUSION 


Khoor, O.: The Value of Blood Transfusion in 
Acute and Chronic Anzemias (Ueber den Wert 
der Bluttransfusion bei akuten und chronischen 
Anaemien). Zentralbl. f. Gynack., 1924, xlviii, 1714. 

The author has had experience with blood trans- 
fusion in six cases of acute loss of blood and five 
cases of chronic anemia. In five of the acute cases 
the patient’s blood was used, and in a!l of the chronic 
cases and one of the acute cases the blood of a donor 
was given. Sixteen cases—ten acute and six chronic 

in which the blood picture improved without blood 
transfusion served for contrcls. The findings in all 
of the cases are reported brieity. 

In no case has the author been able to persuade 
himself of the absolute necessity of blood trans- 


fusion. He claims that there is no proof that the 
transfused blood retains its value as blood, and he 
calls attention to the fact that the erythrocytes dis- 
appear in from twenty-four to forty-eight hours. In 
the control cases studied there was appreciable per- 
manent improvement in the blood picture. 

In conclusion Khoér states that the transfusion of 
blood can be of effect only in stimulating the eryth- 
ropoietic organs. It does not replace lost blood. 
Because of its secondary effects and the grave 
dangers it should be considered only in exceptional 
cases. Bock (G). 


Grossmann, H.: Transfusion of Autogenous Blood 
with a Fatal Result (Kigenbluttransfusion mit 
toedlichem Ausgang). Zentralbl. f. Gynack., 1924, 
xlviii, 2065. 

The author reports a case of extra-uterine preg- 
nancy in which the transfusion of the patient’s own 
blood was followed by death from uramia on the 
sixth day after the operation. He raises the question 
as to whether in this instance there was a pre- 
existing idiosyncrasy dependent upon a constitu- 
tional condition (paroxysmal ha.noglobinemia) or 
some biological reaction had so changed the blood 
in the abdominal cavity that its re-introduction into 
the circulation was toxic. 

The danger of the transfusion of autogenous blood 
lies in the fact that the surgeon must decide at the 
time of operation whether the blood which he 
finds in the abdominal cavity is still sufficiently 
fresh and unchanged. If even a part of it is decom. 
posed it cannot be used. Conran (G). 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lexer, E.: Free Transplantations (Die freien Trans- 
plantationen). New German Surgery Edited by H. 
Kuettner, Vol. 26. Stuttgart: Enke, 1924. 


The first part of this work on free transplants, 
which appeared in ror9, dealt with the transplanta- 
tion of fat and muscle. This second part deals with 
the free transplantation of other tissues. 

Lexer reports chiefly concerning the implantation 
of bone, periosteum, and marrow. After a very in- 
teresting historical review, he describes the finer 
histological processes of the healing-in of the trans- 
plant depending upon whether an autoplasty, homo- 
plasty, or heteroplasty was done. It is almost im- 
possible to give a summary of the many thoroughly 
discussed questions included, some of which are still 
entirely problematical. Dead and living transplants, 
substitution processes from the transplant and its 
bed, and particularly the réle of transplanted perios- 
teum, marrow, and endosteum, are clearly presented. 

Rupture of the transplant, questions of regenera- 
tion, blood-vessel problems, and signs of resorption 
of the transplant are discussed in detail. Other sec- 
tions deal with the clinical application of free trans- 
plantations of bone, periosteum, and marrow, and 
the technique, removal, fixation, and subsequent 
treatment under normal and abnormal conditions 
for each transplantation site. Substitution for de- 
fects in long bones, pegging and splinting of frac- 
tures, substitutes for cranial, jaw, and nasal defects, 
the production of bony ankylosis in joints, the im- 
provement of amputation stumps, tendon substitu- 
tion, and the stiffening of joints of the extremities 
and the spinal column are discussed with the aid of 
exceptionally fine illustrations. Because of the in- 
herent character of the work, it is impossible to quote 
individual items. There is appended to this section 
as well as to the others an exhaustive bibliography 
of the literature. 

Lexer is the author also of the chapter on the 
transplantation of joints. He was able to demon- 
strate experimentally that the results of this opera- 
tion are dependent upon quick and adequate nutri- 
tion to the joint cartilage, and that this is best in- 
sured by the absence of capsule and synovial mem- 
brane, for which the tissue juices of the wound bed 
form a satisfactory substitute. As in other proce- 
dures, autoplasty gives better results than homo- 
plasty, and homoplasty better results than hetero- 
plasty. A series of cases of partial and total joint 
transplantations are described in detail, viz.: auto- 
plastic substitution of the middle phalanx of one 
finger by the basal phalanx of the second toe, which 
in turn was replaced by costal cartilage; a homo- 


plastic substitution for the upper half of the humerus 
by the lower half of the femur of an amputated leg or 
by the upper section of the fibula; the use of a homo- 
plastic graft from an amputated leg in a defect of the 
upper third of the tibia; the restoration of a resected 
lower end of a radius by the lower end of the tibia 
of an amputated leg; and the replacement of a meta- 
carpal bone by a metatarsal. 

Of twenty-three cases in which a homoplastic 
transplantation of an entire joint without the cap- 
sule was done, twelve were permanently cured (nine 
knee joints). In later years these joints, with lasting 
good clinical results, showed marked changes in the 
spongiosa and cartilage; the curvature of the condyles 
became flattened, the joint surfaces became irregu- 
lar, and exostoses appeared on the margins. 

In conclusion, the transplantation of a joint is 
recommended only for cases of large and new opera- 
tive defects in joints. In such cases it is of impor- 
tance to replace the large and broad sections of bone 
before treatment of the joint. 

In another section of the book, Rehn and Ruef deal 
with the free transplantation of cartilage. Following 
a thorough review of the anatomical and physiologi- 
cal aspects of the problem, they discuss the inflamma- 
tory regenerative ability of cartilage, the regenera- 
tion of cartilage, and the healing of cartilage wounds. 
The cartilage of ribs, joints, and ears was transpiant- 
ed autoplastically. Hyaline cartilage lends itself well 
to homoplastic transplantation. On the other hand, 
attempts at heteroplastic transplantation were un- 
successful. Histological illustrations, obtained for 
the most part from clinical material, show the finer 
regressive and progressive processes. The formation 
and growth of joint mice, cartilage growing, trans- 
plantation of symphyses, the technique and clinical 
application of cartilage transplantation in plastic 
operations on the nose and eyelids, substitution in 
defects of the larynx and trachea, and plastic work 
in the orbit and cranium are discussed with the aid 
of illustrations. 

In another chapter, Rehn discusses the free trans- 
plantation of tendons. Of especial interest here are 
the findings made with regard to the condition vi 
tenotomized muscles, which are advanced to explain 
regeneration. The uninterrupted to-and-fro motion 
of the central end of the tenotomized tendon is to be 
regarded as the formative agent in regeneration. |) 
general, in this field, autoplasty should have the pre! 
erence over homoplasty, but only when extensive 
mobility of the transplant is necessary. If the pu: 
pose of the transplantation is the establishment of 
fixed ligamentous formation, homoplasty is more 
suitable, since with its poorer possibilities of surviv | 
and its irritative effect upon the site, it tends mor: 
toward the substitution of scar tissue. The substitu- 
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tion of tendons designed to slide, as in the hand and 
finger, should be autoplastic. Valuable technical 
hints regarding the operative procedure and the very 
important after-treatment are appended. 

The next section deals with the free transplanta- 
tion of fascia (Rehn). The extremely numerous 
methods of application are discussed in detail with 
regard to technique and their clinical and patholog- 
ico-anatomical results. The following are dealt with: 
re-inforcement of tendon sutures by means of fascial 
cufis; substitution for tendon defects; and plastic 
fascia operations as aids in the treatment of paraly- 
sis of skeletal and facial muscles, the surgery of 
joints particularly in arthroplasty, the treatment of 
prolapse and of hernia in blood-vessel and abdomi- 
nal surgery, and finally in substitution for defects of 
the dura. 

A section on the free functional transplantation 
of skin is also written by Rehn. Skin can almost take 
the place of tendon and fascia transplants in plastic 
work, and in fact is preferable to these in an in- 
fected field because of its greater durability and re- 
sistance. Its field of application is therefore in sub- 
stitution for tendon and ligament defects, the 
strengthening of joint capsules, the production of 
broader check-ligaments (as in habitual luxation of 
the patella), and the repair of large defects of the 
abdominal wall. The technique and histology are 
described in detail. 

Eden deals with the transplantation of peripheral 
nerves. Following an introductory review of the 
literature, he describes nerve transplantation on the 
basis of his own research in man. In only a few cases 
in man is it possible to arrive at the goal desired. The 
usefulness of the method has been demonstrated 
principally in experimentation on animals. There- 
fore the author attempted to trace the basis for the 
poor results. In spite of the many poor results, he 
believes that the methods based on experiment and 
research in man should not be given up so long as 
numerous experiences and lengthy periods of ob- 
servation have not demonstrated that a successful 
result in nerve transplantation is entirely accidental. 

The transplantation of peritoneum, which is dealt 
with by Rohde, is not recommended for clinical use. 
Its impracticability is due in part to the character- 
istic and unchangeable tendency of the peritoneum 
toward the formation of adhesions, which in most 
cases must be prevented, and in part to partial or 
total necrosis and substitution by nodular scar tissue. 

At the end of the volume Lexer discusses the trans- 
plantation of entire members and tissue sections. 
The position he takes is very conservative: “It is 
questionable what, if anything, has resulted from 
this painstaking research.” The cases that have 
shown a favorable course to date have not been un- 
der observation very long. 

_ Ina smaller section, Herrenknecht deals with the 
implantation of teeth. 

The volume is concluded with instructions by Dre- 
vermann on the transplantation of mucous mem- 
brane. HACKENBROCH (Z). 


Jeans, P. C., and Tallerman, K. H.: Postoperative 
Acidosis in Children. Brit. J. Child. Dis., 1924, 
xxi, 268. 

The authors’ observations are based on fourteen 
cases of postoperative acidosis in children. The 
blood findings one hour, six hours, and twenty-four 
hours after operation are reported. These include 
the carbon dioxide, phosphorus, acetone, and lactic 
acid determinations. The urinary findings are given 
for twenty-four hours before operation, and twenty- 
four and forty-eight hours after operation. These 
include the nitroprusside, phosphorus, acetone, and 
total organic acid findings. 

The authors conclude that lowering of the alkali 
reserve is due in only small measure to the content 
of acetone bodies in the blood or the lactic acid ac- 
cumulation. An increase in these factors was not 
constantly related to decreases in the carbon dioxide. 
Phosphate retention did not seem to be the cause of 
acidosis that might be present, since a decrease in the 
blood phosphates was found to be coincident with a 
decrease in the alkali reserve. 

It is presumed by the authors that as yet some un- 
identified factor is responsible for the lowered alkali 
reserve. The fall in carbon dioxide appeared pro- 
portional to the decrease in the blood pressure. 
Qualitative tests for acetone bodies in the urine gave 
a poor indication of the degree of acidosis present. 

J. Pickett, M.D. 


ANZSTHESIA 


Christiansen, E. B.: De-Etherization by Carbon 
Dioxide Inhalation. California & West. Med., 
1924, xxii, 617. 

Christiansen favors the use of carbon dioxide for 
the relief of the after-effects of ether anesthesia. 
The principles underlying it are that ether, being a 
volatile substance carried by the blood, is eliminated 
chiefly through the lungs, and the rate of its elim- 
ination must vary with the volume of pulmonary 
ventilation. Carbon dioxide is the natural stimulant 
of the respiratory center. By its addition to the 
inspired air, one-half of the total ether of the body 
is eliminated during the first thirty minutes. From 
one to two hours are then required to eliminate one- 
half of the remainder, and from one to two days for 
the last traces to disappear from the blood. 

Of fifty patients treated by this method the 
respiratory rate during administration of carbon 
dioxide varied from 20 to 4o per minute. As a rule 
the increase in voi.1me was noticed within half a 
minute, the respiration becoming deep and regular. 
In most cases there was a slight increase in pulse 
rate, but in none did this exceed 12 per minute. In 
all except two cases the color was normal. At the 
close of the administration of carbon dioxide 
twenty-three of the patients were fully awake, 
twenty-one answered when called by name, and six 
did not answer but their reflexes were active. The 
undesirable effects noted during de-etherization 
were a dilatation of the pupils at the beginning in 
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six cases and slight cyanosis in two. There have been 
no complaints of discomfort from the breathing of 
the carbon dioxide. R. MEEKER, M.D. 


Luckhardt, A. B.: Ethylene. J. Am. M. Ass., 1924, 
Ixxxiii, 2060. 
Heaney, N. S.: Ethylene in Obstetrics. J. Am. M. 
Ass., 1924, Ixxxiii, 2061. 
Leake, C. D.: The Effect of Ethylene-Oxygen 
Anesthesia on the Acid-base Balance of the 
ood. J. Am. M. Ass., 1924, Ixxxiii, 2062. 


These papers were presented as a symposium on 
ethylene anesthesia at the seventy-fifth annual 
session of the American Medical Association at 
Chicago. 

Luckuart deals with the experimental laboratory 
work necessary to determine the fitness of the gas 
for clinical use. He emphasizes the importance of 
laboratory experimentation, without which the an- 
wsthetic properties of ethylene gas would not have 
been discovered. The laboratory animals probably 
inhaled purer ethylene than was ever inhaled by 
man because of the careful method of preparation 
and purification used. The manufacture of an impure 
ethylene will militate greatly against its further 
introduction and use. Some distributors are thor- 
oughly mindful of the situation and are making every 
effort to produce a gas of the highest grade of purity. 

HEANEY states that he regards ethylene as the 
anesthetic of choice in operative obstetrics since 
sO many women requiring operative delivery are 


jeopardized by complicating conditions. In the 
maternity section of the Presbyterian Hospital, 
Chicago, ethylene was used 215 times during the 
past year with satisfactory results. On the basis of 
this experience Heaney states that ethylene js 
entirely sufficient for every obstetrical operation 
without the addition of ether. It is not irritating to 
the lungs or kidneys. It has no post-administrative 
effect upon the hemoglobin of the mother or child. 
It can be given without asphyxia or jactitation. The 
patient quickly regains consciousness. Vomiting is 
insignificant. Ethylene does not cause paralysis of 
peristalsis and its use is followed by as little post- 
operative complaint as local anesthesia. In the 
conduct of normal labor it is superior to nitrous oxide 
oxygen. Since using ethylene Heaney has discarded 
local anesthesia in all obstetrical and gynecological 
work, 

LEAKE reports the results of his investigations on 
the effects of anesthetics on the acid-base balance 
of the blood. According to his observations, ether 
and chloroform cause a rapid and marked lowering 
of the hydrogen-ion concentration of the blood. 
Nitrous-oxide oxygen leads to an initial alkal«mia 
followed by a tendency toward acidemia. Ethylene 
oxygen with anoxemia present gives the same pic- 
ture as nitrous-oxide oxygen, while ethylene oxygen 
without anoxemia causes a gradual lowering of the 
hydrogen-ion concentration of the blood, not beyond 
normal limits, after forty minutes of anaesthesia. 

R. MEEKER, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Enfield, C. D.: Some Fundamental Considerations 
in Radium and X-Ray Therapy. Am. J. Surg., 


1924. XXXVili, 302. 


The purpose of this article is to give members of 
the medical profession who are not particularly 
interested in radiology some idea of the rationale of 
radiotherapy in order that they may be better 
fitted to select the cases that may be benefited by 
such treatment, the time that it should be applied, 
and the particular form best suited to each case. It 
is not the type of the physical equipment nor the 
amount of radium available which makes for success 
or failure, but the knowledge of the operator as to 
when and how these agents should be used. 

Radiation therapy is founded on the difference in 
susceptibility to radiation of different kinds of tissue. 
Generally speaking, the more highly specialized 
tissues are more resistant than those that are less 
specialized. Embryonal types of tissues are very 
sensitive. This explains why certain organs, such as 
the spleen, tonsils, and lymphatic glands, may be 
favorably influenced in certain conditions without 
detrimental effects upon the surrounding struc- 
tures. It accounts also for the good results obtained 
in the treatment of certain tumors. However, as the 
exact susceptibility of different tumors is not ascer- 
tainable, no uniform dosage or technique is appli- 
cable. In general, the more nearly the tumor ap- 
proaches the embryonal type the more susceptible it 
is to radiation. 

Radium and the roentgen rays have an almost 
identical biological effect upon the tissues. Most of 
the observed differences are due to the method of 
their application. With either agent any of three 
efiects may be produced. The first is destruction of 
the area rayed. This is the mechanism of cure in 
localized lesions in which destruction is indicated. 

The second, which is described as sterilization, 
consists in impairing the vitality of cells to such an 
extent that they are rendered incapable of reproduc- 
tion. This effect is obtained by the application of a 
smaller dose of radiation and is indicated in many 
non-malignant conditions as well as in cases in 
which the application of destructive doses would be 
inimical to the patient’s well-being. It forms the 
basis for pre-operative and postoperative prophy- 
lactic exposures and accompanies a destructive 
action in the zone around the area destroyed. 

The third type of effect, which apparently stops 
short of completely sapping the vitality of the cells 
affected, depresses them and, on the other hand, 
stimulates the defense reactions of the host so that 
in favorable instances the scale is turned against the 
neoplasm. 


The technique for producing these different effects 
is not described in detail, but mention is made of the 
use and non-use of filters to utilize rays for certain 
desired results. Attention is called to the relation of 
the distance between the source of the radiant energy 
and the part treated and the value of cross-firing to 
obtain sufficient radiation of deep lesions without 
injuring the superimposed parts and skin. 

In comparing dosages all factors entering into 
them must be considered. Radium has a constant 
output; therefore, radium dosages may be calculated 
accurately. The roentgen rays, even when produced 
by the same machine under apparently identical 
conditions, are subject to variations which make it 
necessary to check up the output from time to time 
by iontoquantimeters. 

Experience has taught that dosage alone is not the 
all-important factor in radiation therapy. Consider- 
ation of the patient and his disease deserves equal 
attention. The radiotherapist must be thoroughly 
conversant with all of the details of his specialty and 
have a broad knowledge of medicine and surgery. If 
failures are to be diminished, cases must be properly 
selected and the treatment given must be suited to 
the requirements of each case. 

Hartunc, M.D. 


Kok, F.: Observations on the Effect of X-ray Irra- 
diation on Normal Mice and Mice with Car- 
cinoma (Beobachtungen ueber Roentgenstrahlen- 
wirkung auf normale und Carcinom-Maeuse). Strah- 
lenthera pie, 1924, xvii, 327. 

As the life of mice with carcinoma can be pro- 
longed by X-ray irradiation, the rays must render 
the carcinoma toxins harmless. However, the inter- 
action between carcinoma and X-ray irradiation is 
manifested also conversely. 

When the entire animal is rayed, the dose required 
to cause the retrogression of a mouse carcinoma is 
50 units, as measured by Friedrich’s iontoquanti- 
meter. This is the largest dose that may be given a 
mouse; often it proves fatal. Half of this dose is well 
tolerated. The dose which can be given without 
danger to mice with carcinoma is not as well borne 
by normal mice; after a dose of 50 units the latter 
usually die at the end of five and one-half days 
while mice with carcinoma survive for about eleven 
days. When a dose of 25 units is given the corre- 
sponding periods of survival are eleven and seven- 
tenths days and twenty-four days. 

The presence of a tumor is not necessary for resist- 
ance to the injurious action of the rays; inoculation 
with a suspension of carcinoma pulp performed a 
short time before the irradiation has the same effect. 
A mouse inoculated before irradiation with a dose of 
25 units lived for twenty-four days after the expo- 
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sure. ‘The life of mice can be prolonged also by 
inoculation after the irradiation, provided this is 
done within three days. The toxins resulting from 
the irradiation are neutralized by the carcinoma 
cells introduced into the organism. BRUENNER (G). 


Leddy, E. T., and Weatherwax, J. L.: Erythema asa 
Unit in Deep Roentgen Therapy Dosimetry. 
Am. J. Roentgenol., 1924, xii, 514. 

The common custom of referring to dosimetry 
based on the erythema dose gives the impression 
that the standardization of dosage on erythema gives 
a fairly absolute basis on which to compare technique 
and results. However, a review of the literature dis- 
closes the fact that, as used by different authorities, 
the term ‘‘erythema” has a variable significance, 
both as regards the degree of the reaction and the 
time of its appearance. Even when it is calculated in 
absolute units of ionization current it is not as abso- 
lutely defined as the selection of such a standard 
might suggest. 

It appeared to the authors that a certain intensity 
of radiation applied for a uniform length of time did 
not always cause the same reddening of the skin. 
Similarly it was observed that a considerable varia- 
tion, both in intensity and in time, gave a reaction of 
the skin definable as an erythema. Because of such 
observations it seemed advisable to the authors to 
determine whether a uniform dose of roentgen rays 
was administered in those cases in which a variable 
skin reaction seemed apparent. Accordingly, they 
conducted a series of tests by using methods similar 
to those in vogue in the United States for deep 
therapy. 

By employing a technique which they describe in 
detail, they found that one hundred minutes was 
the average time of erythema production, but that 
when other factors remained constant and this time 
was increased to one hundred thirty or decreased to 
eighty minutes a reddening of the skin occurred 
without a distinctly different skin reaction. Not in 
all cases irradiated with a uniform technique for 
one hundred minutes was the red equally intense. 
Observations made upon a considerable number of 
patients demonstrated that there is a maximum 
variation of at least 50 per cent in the time in which a 
reaction of the normal skin definable as an erythema 
can be produced with roentgen rays from the factors 
given. 

It is not the authors’ intention to differentiate 
various erythemas or the exact percentage of vari- 
ability. Their purpose is to point out that the skin 
reaction definable as an erythema is obtainable in 
limits as wide as those mentioned, and that normal 
skin does not react uniformly to uniform doses of 
heavily filtered roentgen rays. Since an erythema 


can be produced by both “‘low-”’ and “high-” voltage 
radiation, it is not a criterion by which depth in- 
tensities can be judged. The marked variations of 
surface intensity lead to the inference that similar 
variations in intensity and biological effect occur in 
the deeper parts. If the results of radiation therapy 
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are to be compared, all factors entering into them 
must be taken into consideration. 
ApotpH Hartunc, \I.D. 


RADIUM 


Clark, W. L., Morgan, J. D., and Asnis, E. J.: Ob- 
jections to the Use of Radium Emanation in 
Bare Tubes, with Clinical and Histological Ob- 
servations. Am. J. Roentgenol., 1924, xii, 


Gradually it is becoming recognized that the di- 
rect destruction of malignant cells is a physical im- 
possibility and that more dependence must be placed 
on the latent power of the body cells to resist the 
invasion of cancer. The idea is advanced that the 
destruction of malignant cells may be brought about 
by mild stimulation of the normal cells. As irradia- 
tion affects rapidly growing embryonic cells readily, 
it is probable that mild doses will affect them to a 
considerable degree and at the same time will stimu- 
late the normal cells. On the other hand, the cells of 
tumors showing marked differentiation do not differ 
greatly from the normal in their sensitiveness to ir- 
radiation and therefore would not suffer any de- 
pressing effects from mild doses. Since mild or 
irritation doses do not cause proliferation of normal 
cells, there is no reason to believe that they would 
cause the proliferation of cancer cells. Clinical 
evidence seems to bear out these theories. 

The intensely irritating effect of heavy beta irra- 
diation results in a severe reaction, marked sloughing, 
and a heavy fibrosis. The devitalizing effect on sur- 
rounding normal tissue is to be avoided. Ewing is 
quoted as stating that in deep therapy, when reliance 
is placed not only upon the injury to the malignant 
cells but also upon the defense reactions of the body 
tissues, the immediate results are equally good, the 
end-results are often better, and the patient is sub- 
jected to less danger. The danger of hyperirraddia- 
tion is avoided by heavy filtration which allows only 
the hardest rays to pass. 

The discussion deals mainly with the burying of 
emanation in capillary glass tubes and the element 
or emanation in alloy needles. The use of capillary 
glass tubes containing from 0.5 to 1.0 mc. of em- 
anation is objectionable for the following rea- 
sons: 

1. A variable number of irritating hard foreign 
bodies are buried in an already irritated tissue. 

2. Homogeneous implantation of the capillary 
tubes is impossible. 

3. The glass walls allow so many beta rays to 
enter the tissues that an intense reaction follows with 
sloughing, great pain, and a heavy fibrosis which 
cuts off all circulation and often causes further 
sloughing. 

4. Tubes once implanted are beyond further con- 
trol. 

5. Buried capillaries of emanation have a pro- 
longed devitalizing effect upon bone. 

6. Pain is almost always a severe and las'ing 
symptom. 


em 
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The advantages of irradiation by metal alloy 
needics are the following: 

1. No irritating foreign body remains in the tis- 
sues. 

2, With needles of various sizes and lengths, 
homogeneous irradiation can be obtained without 
difficulty. 

3. Hyperirritating beta rays are screened out. 

4. The time factor is under perfect control. 

5. Bone necrosis is much less frequent. 

6. Pain is less. 

The authors cite cases in which fatal sloughing 
and prolonged severe pain occurred when capillary 
tubes were used. While good results have been ob- 
tained in some cases with the capillary tubes, the 
authors believe that the alloy needles are far better 
except in situations where their use is rendered diffi- 
cult by mechanical factors. 

In the discussion of this paper ReGaup stated that 
the action of the rays upon the cancer cells is direct 
and their beneficial effect is due, not to the beta rays, 
but to the multiple foci, the length of time, and the 
small doses. The bare-tube method is definitely in- 
dicated for nazvocarcinoma, small carcinoma, and 
fibromata. Bare tubes are of value in the treatment 
of not readily accessible carcinoma. They should be 
replaced, not with steel or other low filtration metal, 


but with gold or platinum so that soft gamma and 
beta rays will be filtered out. Short-pointed, short- 
eyed needles should be used with the radium evenly 
and fully distributed throughout them. Regaud uses 
needles 3 cm. long with 1 mc. per centimeter and a 
platinum wall o.5 mm. thick. 

Ewinc stated that in his opinion any effort to get 
away from the caustic method of destroying tumors 
is to be welcomed. In his opinion the minute glass 
tubes do not damage the tissues. He believes that, 
in the treatment of carcinoma of the breast, massive 
action by numerous bare tubes is of advantage. If 
it is possible to cure advanced carcinoma by filtered 
needles, this should be done, but if it is impossible, 
our technique with the bare tubes must be improved. 

Quick stated that since 1916 the technique of the 
use of bare tubes has been improved and that today, 
with the aid of deep roentgen therapy, we are able 
further to reduce the strength of the seeds. Quick 
objects to needles only because of their large size. 
He believes that irradiation obtained with the 
seeds is as uniform as that obtained with the 
needles. 

GENDREAU said that efforts should be directed to- 
ward obtaining prolonged irradiation. 

MorcaNn stated that be believes direct and in- 
direct actions both occur. A. James Larkin, M.D. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Courty, Piquet, and Mocquot: A Case of Traumatic 
Shock (Au sujet d’un cas de shock traumatique). 
Bull. et mém. Soc. nat. de chir., 1924, |, 888. 

Leveuf and Mocquot: Serious Contusion of the 
Thigh; Traumatic Shock; Amputation; Re- 
covery (Contusion grave de la cuisse; shock trau- 
matique; amputation; guérison). Bull. et mém. Soc. 
nat. de chir., 1924, |, 888. 

Courty, P1QuET, and Mocquort report the case of 
a patient who had his left leg crushed in a railroad 
accident at 10 p.m. and reached the hospital at mid- 
night. A large wound with extensive lacerations of 
the muscle and exposure of the bone extended from 
the knee to the ankle. The femur was broken in two 
places. 

Heat, fluids, adrenalin, camphorated oil, and 
caffein were administered to combat shock. The next 
morning, when the shock had disappeared amputa- 
tion was advised. When the tourniquet was removed 
in the operating room there was no hemorrhage, but 
after three or four minutes the patient’s respiration 
suddenly became short and quick, a cold sweat 
broke out on his face, and his pupils became dilated, 
his extremities cold, and his pulse of poor quality. 
Although the tourniquet was re-applied at once, 
death occurred in fifteen minutes. 

This case is significant in that, after the patient’s 
recovery from shock, release of the tourniquet 
caused no hemorrhage but permitted the toxic 
wound products to diffuse through the body with the 
prompt development of a rapidly fatal shock. There- 
fore amputation or excision in a case with a toxic 
wound and dead tissue should be done before the 
tourniquet is released. When a conservative opera- 
tion is planned, Rouhier allows the escape of a large 
quantity of the incarcerated venous blood and 
Quénu bathes the wound with hypertonic salt solu- 
tion before the tourniquet is released. 

After peripheral nerve section in the legs of cats 
Cannon produced shock by crushing the thigh mus- 
cles. He then found that this shock could be re- 
lieved by ligation of the vessels to the limb. Cannon 
states that when a tourniquet is left in place too 
long, toxic substances may develop in a relatively 
minor wound and produce shock on the release of 
the tourniquet. In Mocquot’s opinion, amputation 
is strongly indicated when a tourniquet has been 
applied for a prolonged period and the presence of 
toxic products is suspected. 

In discussing the case reported, Mocquot states 
that, in the symptoms of shock which follow a se- 
vere injury, the intoxication from the injured area 
may be the essential element if hamorrhage and 
infection can be ruled out. 


LEVEUF reports the case of a man who had three 
fingers crushed and his right femur fractured in a 
railroad accident. There was a severe wound of the 
right thigh but haemorrhage into the thigh did not 
appearimportant. The shock progressively increased 
in spite of treatment for six hours. Fearing toxic 
shock from absorption from the crushed muscles, 
Leveuf amputated the leg. Complete recovery re- 
sulted. Leveuf believes that in a case of crushing 
injury of the thigh there is more danger from the con- 
tused muscles than from the fractured femur; also 
that the diagnosis of toxic shock compels operation 
even when the patient’s condition is desperate. 

Tuffier states that the immediate suppression oi a 
traumatic focus results in the disappearance of shock 
symptoms. 

In multiple wounds the decision to operate is more 
difficult because multiple traumatic foci prolong the 
operative procedure. Mocquot believes that in such 
cases non-operative treatment is preferable to sur- 
gical intervention. Watter C. Burket, M.D. 


Blumenthal, F., Auler, H., and Meyer, P.: The 
Occurrence of Neoplastic Bacteria in Human 
Cancer (Ueber das Vorkommen neoplastischer Bak- 
terien in menschlichen Krebsgeschwuelsten). Z/schr. 
f. Krebsforsch., 1924, xxi, 387. 

Smith believed that the bacterium tumefaciens, 
which he and his co-workers discovered, is the 
exciting cause of cancer in plants. This is in opposi- 
tion to the prevailing view that the action of all 
parasites whose presence is followed by the develop- 
ment of cancer is similar to that of long-continued 
chemical influences, i.e., that it is of importance 
solely in causing irritation. 

Smith was unable to prove the etiological impor- 
tance of his bacillus in the development of cancer 
in man. His statement that he had been able to 
demonstrate the exciting organism in the tumors 
was taken as proof of the granulomatous nature of 
the latter. 

The bacterium tumefaciens has been dem oastrated 
also in various diseases of man, and was theretore 
held to be pathogenic, but not tumorogenic. Jensen 
found that in plant tumors produced by transplanta- 
tion the bacterium tumefaciens may be absent, 
another fact which seemed to indicate the true 
tumorous nature of the condition. 

It is not easy to demonstrate the bacterium 
tumefaciens. Positive findings became more frequent 
as the workers acquired experience. The bacterium 
tumefaciens is found almost exclusively in the mar- 
ginal portions. From this it might be assumed that 
the exciting organism, after it has implanted the 
tumorogenic stimulant in the normal cell, disappears 
‘tas does the bee when it has left its sting” (Blumen- 


422 


tl 
b 
al 
re 
th 
tt 
tt 
th 
m 
lu 
sé 
t] 
t] 
h 
al 
nN 
p 
a 
0 
lc 
le 
te 
0 
t 
g 
0 


MISCELLANEOUS 423 


thal). From the marginal portions of a tumor of the 
breast that had been treated with sunlight the 
authors have succeeded in culturing a bacillus closely 
resembling the bacterium tumefaciens and with this 
they have been able by inoculation to produce 
tumors in slices of carrot and in sunflower seeds. 

In addition to this strain (PM), similar bacilli 
were isolated from other tumors. While four strains 
caused only the suggestion of tumor formation, it 
was possible with three others to produce distinct 
tumors. Of thirty human tumors examined, twelve 
yielded pure cultures of such bacilli. In all cases the 
tumors were more or less soft or had been made to 
ulcerate artificially. There were four carcinomata of 
the breast, one carcinoma of the rectum, one case of 
multiple cancroid, one carcinoma of the vulva, one 
lupus cancroid, one carcinoma of the uterus, one 
sarcoma of the shoulder, and one sarcoma of the 
thigh. In one case fluid from an oedematous arm in 
carcinoma of the breast was examined. 

For successful cultures, the superficial portion of 
the tumor must be used and the culture media must 
have a neutral or acid reaction and contain an 
abundance of grape sugar. The bacilli are gram- 
negative; some strains reduce malachite green but 
others do not. 

The inoculation of rats and mice with strain PM 
produced in two cases tumors the size of a barleycorn 
and of carcinomatous structure. On the inoculation 
of rats with as much culture as was contained in a 
loop plus a piece of infusorial earth the size of a 
lentil in from 5 to 10 c.cm. of 1 per cent common salt 
solution, tumors ranging in size from that of a pea 
to that of a bean appeared in one instance at the end 
of eighteen days. 

With strain HUE it was possible to produce in a rat 
tumors which could be repeatedly transplanted. In 
general the transplants soon showed retrogressive 
changes, but tumors of considerable size were 
obtained when, to the mixture of the bacteria with 


infusorial earth, was added fluid from the cedematous 
tissues of a patient with cancer. Such tumors were 
successfully reproduced up to the sixth generation. 
A fact of particular importance was that in several 
cases metastases were observed. 

After the second generation obtained by inocula- 
tion, bacilli were no longer demonstrable in the 
tumors. Grarr (G). 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Bartoli, O.: Actinomycotic Infections, with Special 
Reference to Treatment (Contributo alle in- 
fezioni actinomicotiche con speciale riguardo alle 
terapia). Amn. ital. di chir., 1924, iii, 765. 

The diagnosis of actinomycosis in Bartoli’s case 
was based on the history, the clinical course, the bac- 
teriological findings, and the presence of the char- 
acteristic yellowish granules in the pustular dis- 
charges. The infection apparently took place eight 
years previously when the patient was gored in the 
left cheek by a bull. Although the lacerated tissues 
healed, it is reasonable to assume that the pathogenic 
agents entered through the wound and that the in- 
jured area was the focus of the facial and cervical 
actinomycotic infection. 

The lesions had a marked tendency to penetrate 
deeply. 

As the results of iodine treatment were negative, 
it was necessary to resort to some other method 
of treatment which would act directly upon the 
pathogenic agents. Therefore, after wide surgical 
opening, the affected tissues were irradiated with 
Back’s lamp. An excellent result was quickly ob- 
tained. 

As far as the author is aware, this method of 
treating actinomycosis by a combination of surgery 
and light has not been used previously. 

W. A. BRENNAN. 
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